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ciate the danger in which the nation stands, 
a danger which threatens every institution 
and every individuai in the country. The time 
has passed when the character of that danger can 


T cite is no one of us who does not appre- 


be minimized. It is no longer distant and ab- 
stract. It is immediate and personal—yours and 
mine. It belongs to the public and to the hospital 
alike. We must face it frankly, courageously, and 
actively. We must make every sacrifice to achieve 
victory that will save us from this peril. 


At this joint meeting of the public and of hos- 
pital administrators to discuss the hospital as- 
pects of Civilian Health in War, these remarks are 
addressed particularly to the public. 


War conditions merely highlight our shortcom- 
ings and challenge us to a more immediate cor- 
rection of these weaknesses. At all times hos- 
pitals have been required to care for emergen- 
cies without notice. There is no new concept of 
medical and health service involved. Rather it is 
a matter of perspective and of emphasis requir- 
ing intelligent and aggressive leadership. 
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Looking backward, the attack upon Pearl Har- 
bor seems a very short time ago. Yet three full 
months have passed. Have we used every one of 
those months, every week in every month, and 
every day in every week to the best advantage 
for winning the war? Every day wasted means 
more time spent in war, means more men die, 
means more substance destroyed, and means ul- 
timate recovery will be a more painful experience. 


As members of the public, you are well ac- 
quainted with the normal functions of a hospi- 
tal: to care for the sick; to train sufficient skilled 
workers for the community; to do all possible to 
prevent disease; and to contribute to the advance- 
ment of medical science, that cure may be secured 
more surely and quickly. 


As members of the community, you may be 
proud of the results secured through the coopera- 
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tive efforts of doctors, nurses, and hospitals. It 
has been their characteristic to knit themselves 
together in organizations with chosen leaders, to 
gather in conferences like this one in New Eng- 
land, to plan ahead, and to work out cooperative 
steps to meet future needs. They have been con- 
stantly working on the problem of making care 
available to more groups of the community, re- 
cently by low-income group nonprofit plans. The 
last quarter-century has seen the facilities for 
hospital care doubled—the average time spent in 
hospitals cut in half—and the death rate halved 
likewise. In spite of this remarkable achieve- 
ment, hospitals have never been able to meet fully 
all the health needs of the community. In their 
struggle to do so they have been forced, rather, 
to cut their program to one that the community 
could afford. Hospitals have been like Kipling’s 
gardener: 


“Oh, Adam was a gardener, and God who made him 
sees 

That half a proper gardener’s work is done upon his 
knees.” 


Problems Intensified by War Conditions 


In the midst of the hospital’s struggle to rise 
from its knees, the war arrives to add greatly to 
the burden by intensifying many of the hospital 
problems. Let us review a few. 


Increase in Volume of Patients 


A sudden awareness of health becomes the goal 
of the moment. It is immediately apparent that 
without a sound, healthy, and vigorous man- 
power, the instruments of warfare can neither 
be produced nor used effectively. 


The rejected draftees must be rehabilitated. 
Some people were startled by the data revealed 
by the Selective Service health examinations. It 
was not news to those of us who meet these 
facts daily. It was an expected outcome of ap- 
plying Army health standards to a section of the 
community. Such results are not a criticism of 
the health system. Rather they are 2 conse- 
quence of the lethargy of human beings. These 
health facts had been called to the attention of 
the parents of these individuals in their youth. 
Ways and means of correction were offered but 
those of us who conduct follow-up systems rec- 
ognize the difficulty of getting individuals who 
need care to come for it when it is offered free 
of charge. 


New defense areas increased in population al- 
most overnight, resulting in a need for an ex- 
tension of hospital facilities. Lanham Act funds 
partially met this need but, where capital became 
available, the materials to build were not always 
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to be had and an overcrowding of hospital facili- 
ties is the result. 


Extension of Hospital Services to Industry 


Industrial management begs us to keep factory 
workers well. “Help us to institute regular health 
examinations for our workers, develop health 
services in our factories, establish in the hospi- 
tals Rehabilitation Clinics for handicapped work- 
ers that we may increase the quantity of workers” 
is their cry. 


The average U.S. worker loses nine days a year 
through ailments or disabilities. Millions of 
workers are below par in health at certain seasons 
of the year and lessen their production because 
they cannot do their best work. Hundreds of 
millions of man-hours can be added to defense 
efforts, without extending the work day, if every 
worker will assume a little personal responsibil- 
ity and take full advantage of the medical know]l- 
edge and hospital facilities which are already 
available to him in. his own community. 


Maintenance of Sufficient Supplies and 
: Equipment 


The prices of supplies and equipment have gone 
out of sight—an increase of from 20 per cent to 
60 per cent. Many items cannot be secured at 
any price. New methods of conservation, a 
greater simplification of the product standards, 
and a frantic search for substitutes are necessi- 
tated. Hospitals are aided immeasurably in this 
problem by the generous cooperation of the Hos- 
pital Industries Association. New products and 
fields of production are being utilized. When 
the war is over, we are apt to delegate the former 
products to the realm designated by the mental 
patient who, when told he had lost his mind, re- 
marked “I don’t miss it none.” 


Maintenance of Adequate Personnel 


Hospitals are badly in need of personnel. Or- 
ganizations have been diminished seriously by 
military and defense activities. Quite aside from 
these groups, the recent U. S. Public Health Serv- 
ice surveys reveal a need in hospitals for 15,000 
skilled technicians for the present scope of opera- 
tion. Therefore, hospitals are speeding up their 
courses of instruction and are expanding their 
student bodies in spite of grave difficulties in en- 
listing applicants. 


Increased salaries to less-skilled low-paid work- 
ers are made in an endeavor to retain them in face 
of opportunities in other industries in the com- 
munity offering wages beyond comparison. 
Women are substituted for men. Routine pro- 


HOSPITALS 









2 
* 






oa— 2 fete 2a tiale 


cedures are adjusted to save labor. Visiting doc- 
tors must carry on activities normally delegated 
to others. X-ray and laboratory routines are rad- 
ically decreased. 


The services of volunteers from the community 
are eagerly sought, necessitating the establish- 
ment of carefully planned training programs and 
the development of new supervised disciplines to 
insure protection for the patients. 


Preparations for Enemy Action 


This sort of “all-out” war brings to the hospi- 
tals an extra set of responsibilities. Plans must 
be made for defense against air raid involving 
complete blackout; physical protection of patients, 
personnel, and buildings; organization to combat 
fire hazards and to conduct necessary rescue ac- 
tivities. Plans must be made for the handling of 
disaster casualties in major emergencies involv- 
ing the rapid mobilization of the workers; the 
development of mobile first aid units, casualty sta- 
tions, and auxiliary services, such as blood plasma 
reserves, etc. In anticipation of major catas- 
trophy, plans for the evacuation of patients and 
personnel must be developed, involving the estab- 
lishment of peripheral satellite institutions, base 
hospitals, and regional hospital reception areas, 
such as the disbursement of hospital patients on 
the East coast to towns and cities in the Middle 
West. The meetings of the New England As- 
sembly held here in Boston should result in prac- 
tical plans on how to accomplish these steps in 
preparing for enemy action. 


Maintenance of Financial Solvency 


Higher occupancy has bettered income, but the 
greater rise in cost has made inevitable an in- 
crease in hospital rates if financial solvency and 
existence are to be maintained. This must be 
done with full realization that such increase may 
place the facilities out of reach of more of the 
population and add to the problem of inflation. 


Resulting Features 


Sketchily, these are a few of the main prob- 
lems, highlighted by war conditions, which char- 
acterize hospital management today. Let us ex- 
amine some of the features which appear to 
emerge from this newer background of hospital 
activity: 


Greater Cooperation Becomes the Keynote 


As towns and large cities have developed civil- 
ian defense programs, there has been a growing 
consciousness of interdependence. The town real- 
izes its dependence upon the facilities of the 
metropolitan city, and the city finds itself de- 
pendent upon the town for the reception and care 
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of its evacuated population. Hospitals, too, are 
forced to develop greater cooperation, to pool their 
resources on a regional basis, and to supplement 
the services of each other for the protection of 
the broader community. 


Civilian defense programs, likewise, tend to re- 
veal the importance of the hospital as a main line 
of defense and to augment the appreciation of its 
strategic place in the prevention and relief of suf- 
fering growing out of enemy action. 


As personnel shortage of the community be- 
comes more acute, all health services must be con- 
centrated so that working efforts can be conserved 
and the largest number of people serviced with 
economy of time, energy and transportation. That 
means the hospital, as never before, will become 
the “health center of the community.” 


Public Must Adjust Itself to Changing Conditions 
in Hospital Performance 


War forces a revaluation of “wants” to the end 
that the critical “imperatives” of the armed forces 
can be met and give full regard to the essential 
welfare of civil communities. War needs are im- 
mediate, scintillating, and poignant. Hence, dele- 
gated to secondary importance is the obligation 
to preserve for the nation the facilities and qual- 
ity of performance, the skill and the advance of 
science that will provide a healthy life in the days 
to come, when peace has been achieved. Conse- 
quently, traditional hospital practice must be al- 
tered. This may evidence itself in the removal 
of doctors from ambulances, in the lessening of 
nursing hours per patient; in the increase in the 
number of people involved in the bedside care of 
an individual patient; and in a radical reduction 
of the length of hospital stay to the absolute es- 
sential, even though contrary to the patient’s 
desire. 


The public must accept and appreciate this fact 
for the duration of the war. It must also assume 
responsibility for the inevitable urgency of rapid 
recuperation following war activities. 


Government Must Assume Leadership 


Because these new responsibilities are merely 
an extension of our normal functions, we, as hos- 
pitals, have been able to ascertain the vital factors 
and prepare plans more quickly than other phases 
of community life. To date this has resulted in 
delay, in confusion in conflicting decisions, in 
much change, and in vacillation on the part of 
government officials responsible for these ac- 
tivities. 

The vital thing is that the change should be 
under Government guidance. Individuals and in- 
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stitutions must fit into a total plan of a nation 
in arms. We cannot afford to do what each of us 
thinks would be wise and smart to do. We must 
do what the Government needs to be done; but 
the Government must in turn make up its mind, 
be definite, stick to a plan, and refrain from vacil- 
lation if we are to be ready. 


At times the effort to get decisions is nearly as 
exasperating as the passenger’s experience at Es- 
sex Junction, a little-used railroad station in New 
England, which the wag described: 


“Waiting for that elusive train 
That, always coming, never comes 
Till weary and worn, cold and forlorn 
And paralyzed in every function, 

I hope in hell 

Their souls may dwell 
Who first invented Essex Junction.” 


Public Should Evidence Appreciation of the 
Patriotic Duty of Hospital Workers 


Today, all patriotic Americans must do their 
utmost for our country to bring about a quick and 
complete victory. This tremendous desire should 
be accompanied by calm deliberation so that we 
may apply our energy and special abilities where 
they will truly do the most good and thus best 
serve our nation. 


Many are enrolling in the armed forces. Many 
are applying their specialized ability to industry 
to “Keep ’em Flying or Rolling.” Hospital work- 
ers have the job to “Keep ’em Well” and to be 
prepared to “Make ’em Well” should they be re- 
quired to care for casualties. It may not appear 
as glorious as firing a gun from battleship or 
plane, but it is essential and important in our 
national defense. These workers are requested to 
reserve for our country their skill and previous 
training and to apply their talents where they will 
be most valuable. 


The public in each community must evidence an 
acknowledgment of this contribution by a re- 
sponsive recognition. These hospital workers are 
unique. They realize that sufficient work cannot 
be done in a 40-hour week. They do not ask for 
this Utopia. They are willing to work harder, 
under greater pressure, and do double duty, if 
necessary. They do not ask for double wages or 
time and a half, but they do expect a reasonable 
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living wage and the public must be willing to ac- 
cept such a responsibility. 


Active Participation by the Public 


Not a day goes by but we hear the questior, 
“What can I do to help?” We have received moral 
and financial support of the public in the past. 
Now we ask the public to come in and actually 
work in our institutions. Those who go to the 
hospitals and ask for work should not “make 
work” as may have been true in the past. They 
should be willing to be trained, be willing to dis- 
cipline themselves, to accept responsibility and 
stay within the limits of the scope of these re- 
sponsibilities as should any loyal members of an. 
organization. They should remember they are 
there to help—not for self aggrandizement. 


Division of the Financial Burden 


Obviously under such burdens the financial 
problems are intensified to a point which cannot 
now be characterized. Individual hospitals have 
spent already thousands of dollars on defense in 
order that your communities may be protected. 
Hospitals in communities exposed to the hazards 
of enemy action cannot carry alone the complete 
burden of the costs of hospital preparedness and 
the care for its citizens who are injured. This 
burden, like other phases of the war, must be dis- 
tributed over all the people. 


Conclusion 


Unfortunately, the tree of liberty, which is 
planted within each heart, would be forgotten, 
wither and die, unless once each generation a war 
compelled us to recall its fruits and to fertilize 
its soil with blood, sweat and tears. 


The grim reality of war has imposed disciplines 
and obligations that subordinate every personal 
consideration to that of national security. There 
is every confidence that the hospitals of this coun- 
try will serve the needs of the American nation 
as valiantly and unselfishly in war time as in 
peace time. You can be assured that their spirit 
is a reflection of that contained in the words of 
the Army Hymn: 


“Wake in our breast the living fires, 
The holy faith that warmed our sires; 
Thy hand hath made our nation free; 
To die for her is serving thee.” 
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Hospital Organization For War 


J. M. MACKINTOSH, M.D. 


war, it was my privilege to be chief med- 

ical officer to the Department of Health for 
Scotland. In this position I was able to watch 
and take part in a silent revolution which changed 
the whole outlook of the Scottish medical serv- 
ices, bringing together the various independent 
parts of hospital organization and welding them 
into a coherent whole. 


[) wes the critical period of planning for 


These changes took place in three stages. In 
the first, before Munich, war preparations were 
a kind of academic exercise carried out by junior 
officers in the almost universal belief that “it can- 
not happen to us.” The second stage was between 
the shock of Munich and the collapse of France. 
This was a period of feverish activity, during 
which innumerable committees and conferences 
were held. An enormous amount of effort was 
put into planning the hospital organization, but 
relatively little progress was made because of the 
lack of direction or control from above. The third 
stage began with the French disaster and the 
sudden realization that war was really at our door. 
It is a paradox that when Great Britain received 
the most devastating blow that she has suffered 
since the days of Napoleon she at once settled 
down to constructive thinking and planning. It 
takes disaster to bring out the essential resiliency 
and courage of democracy. 


First Steps in Preparation of Hospitals for War 


The first steps in the preparation of hospitals 
for war were like an infant learning to walk. 
Large numbers of blankets, stretchers, and emer- 
gency beds were provided, but nothing was said 
about where they were to go. Very soon, how- 
ever, we were able to begin on a most important 
piece of field research. We said to ourselves, 
“Why not find out exactly what the hospital posi- 
tion is?” So, we appointed an experienced hos- 
pital administrator to survey the whole country, 
not with the vague object of spending five years 
finding out all about our hospitals, but with pre- 
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cise instructions to find the answers to certain 
definite questions within three months. In the 
cities and large towns where the majority of the 
greater hospitals are, he was asked to visit every 
hospital and find out the following particulars: 


How many extra beds can be secured by 
crowding up existing accommodations? 


How many can be gained in an emergency 
by discharging patients who no longer need 
urgent treatment? 


How many beds could we get by reducing 
the admissions of all non-urgent cases? 


What exact number of extra beds could be 
found by making use of rooms in the hospital 
which are not normally used as sick wards? 


In the country districts, three further questions 
had to be answered in order that we could pre- 
pare an emergency scheme— 


First, how far could existing small hospi- 
tals be adapted for use as first line hospitals; — 
that is, by the addition of ward huts, emer- 
gency operating theaters, and so forth? The 
real test of the capacity of a hospital is its 
kitchen and administrative block. 


Second, how far could neighboring houses 
or hotels be used to accommodate staff so as 
to release further rooms in the hospital for 
patients? 


Third, what other buildings in the area, 
such as hotels and schools, could be adapted 
in emergencies to make base hospitals in the 
safer country areas? 


When this survey was completed, we found two 
disquieting features in the reports. One, that 
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ninety per cent of the first class hospital beds were 
in the danger areas, that is, the big cities near the 
coast; and the other, that there was a gross short- 
age of hospital beds in some important areas be- 
cause of the great influx of service men and 
women war workers. On the basis of this sur- 
vey, we began to plan for the emergencies and also 
for a more distant future. 


Concentrating Planning in One Authoritative 
Committee 


We quickly found that it was necessary to con- 
centrate responsibility for hospital planning, in- 
cluding the ambulance services, in one authorita- 
tive committee. When we allowed it to be dis- 
tributed among a great number of committees, 
the whole organization went in circles and little 
progress was made. Let me illustrate for a mo- 
ment the difference between good and bad plan- 
ning. In Baltimore, for example, if you were to 
tell me that casualties were to be received by the 
Johns Hopkins Hospital, I would answer that that 
was not good enough. But, if you were to say 
that Ward A containing thirty beds was allocated 
for cause of shock, Ward B for acute surgical 
cases, Ward C for light walking cases, and so on, 
and that complete surgical teams consisting of 
both surgeons’ assistants and nurses had been 
allocated to each of these wards in readiness for 
an emergency, I would answer that that was good 
planning. Again, in a country hospital, if you 
were to say that the patients from the Mt. Sinai 
Hospital were to be evacuated to Frederick if un- 
exploded bombs fell near the central hospital, I 
would answer that that was not good enough. 
But, if you were to go further and tell me that 
the cases were to be evacuated to a certain definite 
school, hotel, or church in Frederick; that an 
exact number of beds were available and could be 
put into use within twenty-four hours, and that 
the surgical staff from the central hospital with 
all their equipment were ready to move out to 
that hospital on short notice; then I would answer 
that this was good planning. 


Regional Planning 


The next important point is regional planning. 
It is essential that each of the first line hospitals, 
which we call casualty clearing hospitals, in the 
city should have allocated to it one or more defi- 
nite units in the country to act as base hospitals. 
In this way, each hospital knows exactly before- 
hand where its patients have to be sent in the 
event of an emergency. In Glasgow, by way of 
illustration, a mine fell near a hospital for women 
and did not explode. The police notified the Health 
Department that the hospital must be evacuated 
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at once. The local ambulances were fully occupied 
with the air raid work and could not be used, but 
the regional organization had at its disposal a 
fleet of busses which had been converted into 
ambulances. With these, the hospital officer was 
able to clear the patients out of danger into the 
country within a matter of two hours. Similarly, 
it is of the greatest importance to settle the 
regional distribution of staff. Each surgical team 
should have not only a primary allocation to their 
own hospital in the city, but also an emergency 
or secondary allocation to the associated hospital 
in the country. In this way, they know where 
they have to go and they are able to get to work 
without confusion and delay. Similarly, certain 
vital elements of equipment should be distributed 
beforehand so that we do not put all of our eggs 
into one basket, and even at the present time it 
is of great value to earmark important items of 
equipment, such as operating instruments, x-ray, 
and so forth, for rapid transport into the country 
if a dangerous emergency should arise. 


Functional Planning—The Main Units 


The final stage is what is known as functional 
planning. Specialists are rare bugs and they must 
be carefully preserved. One of our greatest revo- 
lutions in Great Britain has been the establish- 
ment of special units for the treatment of un- 
usually complicated cases. The main units which 
we have already established are as follows: 


Plastic—This is designed for carrying out face 
and jaw work by cooperation between the plastic 
surgeon and the dental surgeon; the hospitalized 
treatment of burns and scalds—unfortunately a 
very prominent feature of war casualties; and 
general plastic surgery for the prevention of 
deformities. 


Orthopedics—In the widest sense of the word, 
orthopedics would probably cover almost every 
kind of injury to the locomotor system, but it 
would be impossible to establish, even if it were 
desirable, special orthopedic hospitals for all cases 
of that kind. We used the term in the limited 
sense of the treatment of long term injuries to 
bones and joints in which the patients required 
physiotherapy and ultimately special training and 
rehabilitation to restore function. 


Head Injuries—From the patients’ point of 
view, it is most important to establish centers for 
the treatment of injuries to the head in quiet 
areas in the country as far away as possible from 
the noise and bustle of city life. Head injuries 
have, unfortunately, been fairly common as a re- 
sult of air raids in Great Britain, and we were 
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glad that we had established special units in good 
time. 


Nervous Shock—The amount of nervous dis- 
ease resulting from air raids was much smaller 
than had been anticipated, but we found it of 
great value to establish a number of convalescent 
homes for persons who had received some severe 
shock, and a time for rest and recovery. These 
were not mental cases in the strict sense, but their 
lives had been broken for the time being and they 
needed encouragement and practical help. 


No area, not even a state, can live to itself 
alone in war time. Again and again, in Great 
Britain we have found it necessary in an emer- 
gency for one region to call for help from another. 
That help has always been given without ques- 
tion or delay and has proved to be of great value. 
It is essential, however, that schemes for mutual 
aid should be planned in advance and set up in 
outline so that the scheme works smoothly when 
it is put into operation. In the case of the severe 
raids on Coventry in England, both the local hos- 
pitals were put out of action, and it would have 
been impossible for the Director of Health to clear 
his casualties if he had not received prompt as- 
sistance from the regional organization in Bir- 
mingham and even from as far away as Notting- 
ham, about eighty miles away. 


Social Work 


To this category, I should like to add one word 
on the subject of social work. One of the most 
distressing things about air raids, and the casual- 
ties they produce, is that families become sepa- 
rated, perhaps in different hospitals. The anxiety 
they feel about their relatives may have a serious 
effect on their own illness. It is, therefore, of 
great value to set up in advance a good organiza- 
tion of social workers whose function it is to 
bring members of families in touch with one an- 
other, and in this way to bring comfort and en- 
couragement to those who have been separated 
by disaster. 


In speaking of war, perhaps, in the United 
States, one must inevitably be conscious of a sense 
of remoteness. There are obvious limitations at 
the present time on spending money on new hos- 
pital buildings and other elaborate planning 
schemes. It is not necessary that this should be 
done at present and, indeed, over-elaborate organ- 
ization may become a burden and a snare. Never- 
theless, there is an urgent need for having some- 
thing more than paper schemes. No time should 
be lost in securing the services of men and women 
of administrative. experience who can take re- 
sponsibility and are willing and able to fill execu- 
tive positions. 





Louise M. Coleman 


“Now and not hereafter, while the breath is in 

our nostrils, 
Now and not hereafter, ere the meaner years go by 
Let us now remember many honorable women.” 


It is fitting that we should honor and remember 
one of that ever decreasing group of pioneer 
women hospital administrators. 


Louise M. Coleman, who was superintendent of 
the House of the Good Samaritan, Boston, Massa- 
chusetts, for 33 years, from 1905 to her retirement 
in 1938, was injured in an automobile accident in 
Atlanta, Georgia, on January 18, 1942, and passed 
away on January 19, 1942. She was buried in St. 
Catherine’s, Ontario, Canada. A Memorial Ser- 
vice was held in the Chapel of the House of the 
Good Samaritan on February 2, 1942, when scores 
of her personal friends and associates came to 
pay homage and show honor to her memory. 


Miss Coleman was a graduate of the Boston 
City Hospital, and a member Of this organization 
since its inception. She was a charter member of 
the American Hospital Association and served as 
vice-president. She riever failed to attend the 
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hospital conventions and assemblies. She had a 
keen, long-visioned viewpoint on hospital prob- 
lems and was always conscious of how best the 
hospital could serve the community. 


“Earth shall not remember, but the waiting Angel 
knows”—another honorable woman passed through 
the Gate. 

&. L. 8. 


Br. Ross A. Goolsey 


Dr. Ross A. Woolsey, who for the past twenty 
years has been superintendent of the Frisco Em- 
ployes Hospital, St. Louis, Missouri, and chief 
surgeon of the St. Louis & San Francisco Railroad, 
was killed in an automobile accident on Febru- 
ary 23. 


—_»——_—_ 


Reb. August J. Almguist 


Rev. August J. Almquist, for the past ten years 
superintendent of the Swedish Covenant Hospi- 
tal, Chicago, Illinois, died on February 19 at the 
age of 74. Rev. Almquist was born in Sweden in 
1867 and came to this country in 1883. 








Laboratory and Diagnostic Facilities 
in the Small Hospital 


JOHN C. LEONARD, M.D. 


value of the service it renders. The labora- 

tory and diagnostic facilities play an ex- 
tremely important part in making it possible for 
the small hospital to maintain the highest possible 
standards. It is well recognized today that the 
treatment of the patient cannot be adequate if 
the diagnostic facilities are inadequate, since 
diagnosis is the basis of all rational therapy. 


T= size of a hospital is no criterion of the 


The Laboratory 


Formerly, a small, dark, relatively inaccessible 
room in the hospital was chosen for the labora- 
tory, and the older physicians who had not been 
trained in its use were likely to avoid it and feel 
that it was an unnecessary “frill.” As the value 
of the laboratory became more widely recognized, 
more spacious and more adequate quarters were 
chosen and equipment installed in keeping with 
the practical needs of the hospital. From a small 
room where the blood count and urinalysis were 
performed for an occasional patient, there grad- 
ually developed a laboratory equipped not only for 
routine blood counts and urinalyses but also for 
serology, bacteriology, chemistry, microscopic 
pathology and, more recently, for cardiography, 
basal metabolism tests and even for blood and 
plasma banks. 


No laboratory should be judged alone by the 
magnificence of its equipment or by the quantity 
of tests performed. These mean little if they are 
not used by the staff to complement the carefully 
taken history and physical examination of the 
patient. The technician, if she is properly trained, 
can provide excellent laboratory data but she 
should not be expected to interpret these findings 
for the physician. Interpretation is the work of 
the pathologist or laboratory director or the physi- 
cian himself. 

The Pathologist 


The average small hospital cannot afford to 
maintain the services of a full-time pathologist, 
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but the services of a pathologist who is a Diplo- 
mate of the American Board of Pathology should 
be made available on a part-time basis or, at a 
bare minimum, in the role of consultant. If the 
services of a well-trained pathologist are only oc- 
casionally available, he should at least be present 
at the monthly staff meetings. The tissues from 
surgical cases and necropsies should be sent to 
him for microscopic section. A part-time expert is 
better than a full-time novice, however, a member 
of the hospital staff, frequently a young physi- 
cian who is interested in the laboratory, can act 
as adviser to the technician and can interpret the 
laboratory findings in the light of the problem 
presented by the individual patient. 


The Technician 


The technician should be a graduate of an ap- 
proved school and should be a registered technol- 
ogist. It is frequently suggested that the labo- 
ratory technician and the x-ray technician can be 
one and the same individual. In my experience it 
is very rare to find a technician who is well trained 
in both fields and who can render adequate service 
in this difficult combination. The problem of the 
overworked laboratory technician is usually solved 
by having a pre-technician student in the labora- 
tory. In return for her experience and a small 
monthly fee she is usually willing to share in the 
emergency night and week-end work. 


The technician must not be a “clock-watcher” 
but must be imbued with the spirit of service if 
the laboratory is to maintain its high place as an 
aid in the diagnosis and, therefore, in the adequate 
treatment of the patient. 


Any criticism of the technician or her work 
should be made to the pathologist or clinician in 
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charge of the laboratory, rather than to the tech- 
nician herself, if the proper morale is to be main- 
tained. It must be kept in mind that in the long 
run laboratory findings are more likely to be cor- 
rect than is their interpretation, and repeated lab- 
oratory results showing a trend are more likely 
to be helpful, diagnostically, than are single iso- 
lated laboratory results. For example: A patient 
who has a right lower quadrant abdominal pain is 
admitted to the hospital with a tentative diag- 
nosis of acute appendicitis. The admission white 
blood cell count discloses a total of 6000 with the 
following differential count of the blood film; non- 
segmented neutrophils 15 per cent, segmented 
neutrophils, 60 per cent, lymphocytes 20 per cent, 
and monocytes 5 per cent. A count taken two 
hours later, while the patient is under observation, 
shows again a total white blood cell count of 6000 
with 30 per cent non-segmented neutrophils, 60 
per cent segmented neutrophils and only 10 per 
cent lymphocytes. The surgeon then realizes that 
further observation is unnecessary since the ris- 
ing non-segmented neutrophils percentage indi- 
cates that the infection is progressing, despite 
the finding of a repeatedly normal total white 
blood cell count. Also in the above instance, the 
red blood cell sedimentation rate will remain with- 
in normal limits if the appendix has not ruptured 
or an appendiceal abscess has not formed, while 
the sedimentation rate (S.R.) will be very much 
increased if the right lower quadrant abdominal 
pain is caused by salpingitis rather than by ap- 
pendicitis. 


It has often been found helpful to have the lab- 
oratory technician attend the monthly or weekly 
staff meetings. This has a tendency to increase 
her feeling of responsibility and demonstrates to 
her the value of her work as it can be related to 
the adequate care of patients, both from the stand- 
point of diagnosis and follow-up care. 


E. K. G. and B. M. R. 


The majority of well trained technicians today 
are able to perform the technique of the electro- 
cardiogram and the basal metabolic rate. Here 
again, the technician should neither be asked nor 
expected to render an interpretation. If there is 
no member of the small hospital staff who has 
had training and experience in the use of these 
diagnostic procedures, it is usually possible to 
encourage one of the younger physicians to take 
postgraduate work in this field. As an added fac- 
tor of practical help, the hospital board, or a phil- 
anthropic member of the hospital community, can 
sometimes be found willing to finance such a post- 
graduate scholarship of two to four months’ dura- 
tion in a university medical center. 


With the rapid advances in laboratory medicine, 
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we must insist that our technicians take “brush- 
up” courses at frequent intervals. Only as the 
laboratory technician keeps up to date will she be 
able to render. the complementary service to diag- 
nosis which every patient who enters the hospital 
deserves and has a right to expect. 


The Post-Mortem Examination 


A hospital is often judged, and rightly so, by 
its post-mortem percentage. The hospital with 
a full-time pathologist and an alert, progressive 
medical staff finds it relatively easy to maintain 
a high post-mortem percentage. Where the path- 
ologist is not readily accessible, it is extremely 
difficult for the staff to maintain enthusiasm for 
the necropsy, since, frequently, none of their mem- 
bers has been adequately trained in this branch 
of medicine. If the tissues can be sent to a con- 
sulting pathologist, however, and he can be pres- 
ent at the regular staff meetings to discuss the 
gross and microscopic findings, enthusiasm and 
good results can still be maintained. Physicians 
who have no fear of facing the necropsy findings 
on their patients, are thereby enabled to continue 
their medical education within the confines of the 
small hospital. 

X-Ray 


Obviously, the great majority of small hospitals 
cannot afford the services of a full-time roentgen- 
ologist any more than they can afford to have 
a full-time pathologist. If a Diplomate of the 
American Board of Roentgenology is available, he 
should be added to the staff on a part-time basis. 
If no diplomate is available, then the most skillful 
x-ray man of the hospital community should be 
engaged by the hospital. Many small hospitals 
engage a roentgenologist to be present for several 
half days each week, and send emergency films 
to him by mail or by car, as indicated, in the in- 
tervals between his visits. This is preferable to 
relying upon the services of a novice. 


The roentgenologist should be available for con- 
sultation with the physicians upon whose patients 
he has performed x-ray examinations. He should 
also be present at the regular staff meetings. He 
and the pathologist, by being present at staff 
meetings, have a splendid opportunity to suggest 
ways and means to the staff men for increasing 
diagnostic and therapeutic efficiency in the hos- 
pital. These suggestions are likely to be well 
taken since neither man is in competition with the 
physicians of the hospital community. Occasion- 
ally one still finds a hospital where an x-ray tech- 
nician has been hired to take the films and each 
physician reads the x-rays of his own patient. This 
is mentioned only to be most strongly condemned 
since this may be worse than no x-ray service at 
all, by creating a sense of false security because 
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“an x-ray has been taken.” 
above, and just as unsatisfactory, is the method 
whereby the x-ray films are interpreted by the 
technician. It is much better to have patients 
referred elsewhere than to resort to either of the 
above practices. 


Fluoroscopic examinations can be carried out 
by the roentgenologist. The use of the hospital 
fluoroscope should, however, be exclusively under 
the supervision of the roentgenologist if x-ray ac- 
cidents are to be avoided. 


Portable x-ray units are growing in popularity 
and are certainly very helpful additions in any 
hospital where much traumatic work is done. 
Here again these units should be under the close 
and watchful supervision of the roentgenologist 
if x-ray burns to both the patient and the opera- 
tor are to be avoided. Portable units should all 
be equipped with an automatic fluoroscope timer 
to act as a reminder of the duration of exposure 
to which the patient is being subjected. 


On a par with the 





It is generally unwise for a hospital to under- 
take x-ray or radium therapy unless the services 
of a full-time radiologist are available. Equip- 
ment for this type of work is also much more ex- 
pensive than the majority of small hospitals can 
afford. Only the man with special training in this 
field can properly control its use and prevent its 
abuse. 


The Will to Serve 


The most important stimulus toward providing 
adequate diagnostic and therefore adequate ther- 
apeutic service for the patients in the small hos- 
pital, is the will to serve. This will to serve must 
be true not only of the medical staff and the con- 
sultants, but also of the technicians, the nurses, 
and the administrative staff. If this will to serve 
permeates the entire hospital organization, we 
need have no fear for the quality of service which 
will be rendered to the patients in that. hospital, 
be it large or small. 











Second New England Institute for Hospital 
Administrators 


The Second New England Institute for Hospital 
Administrators will be held at Harvard Medical 
College, June 15 through 25, 1942. The Institute 
is under the chairmanship of Dr. Charles F. 
Wilinsky, director, Beth Israel Hospital, with 
Frank Wing of the Boston Dispensary as co-chair- 
man and Gerhard Hartman, director, Newton Hos- 
pital, the secretary-treasurer. 


In the program this year the Institute plans to 
put primary emphasis on the role of hospitals in 
the war. The program is being planned to attract 
administrators who desire a progressive under- 
standing of the current developments in the medi- 
cal, social, and economic fields. 


The Institute will be conducted by the American 
College of Hospital Administrators, the New Eng- 
land Hospital Assembly in cooperation with the 
hospital associations of the New England States, 
New York, New Jersey, and Pennsylvania, with 
Harvard University Medical School, Boston Uni- 
versity School of Medicine and Tufts College 
Medical School. 


The purposes of the Institute are: 


to facilitate the exchange of knowledge and 
the results of experience among persons en- 
gaged in the field of hospital administration; 
to stimulate extensive discussion of adminis- 
trative policies and practices; 

to foster a continuous consideration of the 
problems of administration with reference to 
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their general economic, social, and political 
implications; and 
to advance generally the science, processes, 
and art of public administration. 

———_——_—. 


Ruth V. Twombly Elected a Governor 
of Society of the New York Hospital 


Ruth V. Twombly has been elected a member 
of the Board of Governors of the Society of the 
New York Hospital, New York City. The Society 
operates the New York Hospital and its affiliates, 
and is associated with Cornell Medical College. 


Miss Twombly is the second woman to be 
elected to the Board of Governors since the So- 
ciety received its charter from King George III 
in 1771. 


Miss Twombly is a member of the Board of 
Trustees of the Community Service Society and 
was formerly a member of the Board of Man- 
agers of the Neurological Institute. 





Changes in War Sessions to Be Held 
by American College of Surgeons 


The date of the Madison, Wisconsin, war ses- 
sion, one of a series of one-day war sessions ar- 
ranged by Dr. Malcolm T. MacEachern, associate 
director of the American College of Surgeons, has 
been changed from April 28, as originally planned, 
to April 29, at the Loraine Hotel. 


The headquarters hotel for the Minneapolis war 
session to be held on May 1 has been changed 
from the Nicollet to the Radisson. 
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Hospital Care of Patient in Civilian Defense 


OLIVER G. PRATT 


NOTHER real challenge is presented to The Author 
hospitals. To meet this challenge, we need @ Oliver G. Pratt is Director of Salem Hos- 
to have knowledge of the problems in- pital, Salem, Massachusetts. 


volved and then we need organization to properly 
solve these problems. I will endeavor to give you 





first, a little background of the Civilian Defense It is the responsibility of each and every hospi- 
Organization with special reference to the medi- tal administrator to keep in touch with his own 
cal aspects; and second, a pattern fer your own city civilian defense committee, to know and work 
hospital. The literature pro- _ with the medical officer in 


‘ ; h , to kn d col- 
vides ample detail on every MASS ACHUSETTS COM MITTEE : — : - pi a pea 
ON 


aspect of blackout, protec- 
tion committee, the black- 


tion, and so forth, but to . 
date, no pattern for hospi- PUBLIC S AFETY out chairman, the transpor- 
tal emergency organization . tation chairman, and so on. 


exists. It is only by these contacts 


Civilian Defense EVERY H OSP ITAL WORKER sap by a working ae 





Brine that we can have an appre- 
Sapneniton , ciation of the civilian de- 
ee Be SY > fense work as a whole and 
oe ¢ 5 a a properly set-up hospital. 


In Massachusetts there 
are ninety-five first-line 
hospitals which serve as 
casualty hospitals. These 
are our existing community 
and general hospitals of 
Main Office of Civilian De- fifty beds and more; small- 

fense in Washington with er general hospitals should 


Dean Landis as director. isa QVILIAN DEFENSE WORKER collaborate with the larger 
New England Regional Of- ones in their district. A 


Our nation is protected 
by a well set up Civilian 
Defense Organization. 





The nation is divided and 
sub-divided in logical se- 
quence into regions. We 
have for example the— 





fice, which is the clearing series of base hospitals has 
house for all our New been set up which are 
England states. larger institutions away 
from the industrial areas 


Massachusetts Committee to which the patients evac- 





on Public Safety with uated from first-line hos- 
James W. Farley as the director, Dr. Elliott C. pital will go. In Massachusetts eight to ten thou- 
Cutler, medical director, and properly qualified sand beds are already listed in base hospitals. 
men in charge of blackout, protection, trans- 

portation, evacuation, and so forth. Civilian Defense Within the Hospital 


Nine State Regions with comparable chiefs, 
medical and directors, a deputy in charge of 
hospitals in each of the nine regions, and in 
cities and towns there are— 


We are primarily interested today in the place 
of our individual hospital in this civilian defense 
activity, and I will endeavor from this point on 
to supply you with an outline and a pattern that 
Local Committees on Civilian Defense. might serve as a guide to you in developing your 
—. own hospital for care of the patient in civilian 


Pres 
1949" ented at the New England Hospital Assembly, Boston, defense. 
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NEW HAVEN HOSPITAL 


ORGAN IZATION OF DEFENSE PROGRAM 








HOSPITAL CONTROL CENTER 


Ji A. Hamilton, Director 
Stephan, Aest, Directcr 





In Charge Alternate 
Liaison with Red Cross H, Fraine R, Gilbert 
Admitting Control Officer E, Rice S. Oppenheimer 
Procurement of Supplies A, Ryle, RN H, Wersebe, 
wremees Procurement E, Budd, RN J. Barrett, RN 
Pire Fighting & Rescue J, H, Wallace C. Potts 
Casualty and Evacuation R, Marectte, MD lL, Grant, RN 





3 Stenographers «- 5 Messengers 


EDITOR’S NoTE: The author refers to the three organization charts from the Peter Bent Brigham, the 
New Haven, and the Salem Hospitals as patterns of hospital organization. It is necessary for each hos- 
pital to work out the one organization chart that is proper for that particular institution. 
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DEFENSE AGAINST AIR RAID 





In Charge of: R. Marcotte, M.D. 


Objectives: 


1. To consummate convlete "Blackout" 
2. To conduct necessary functions 
for care and protection of 

patients during "Alarm" period, 
3. TP, tnt a personnel during 
rm period, 
4. To ren damage to buildings 
in area, 
5. To combat fire hazards, 
6. To conduct necessary rescue 
activities. 





SEE CHART II 


CARE OF DISASTER CASUALTIES 
IN MAJOR EMERGENCIES 





In Charge of: J, W, Stephan 


Objectives: 


1. To care fer a sudden and large 
influx of patients. (Max4mum 
of 100 casualties within 
6 hours). 

2. To keep the public informed 
through Civilian Defense or 
Red Cross Headquarters, 

3, To give information to relatives 
and friends, 

. 


SEE CHART III 











Organization Chart for the New Haven Hospital 





EVACUATION 





In Charge of: L, Grant, R.N, 


Objectives: 


1. To evacuate patients 2nd 
personnel, 

2. To operate satellite institutions. 

3. To keep the vublic informed 
through Civilian Defense and 
Red Cross Headquarters, 


SEE CHART IV 
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W. G. PHIPPEN, M.D, DIRECTOR. OuveRG. PRATT, DIRECTOR. MRS.H.D. HODGKINSON 
MABEL F. BOOTH, ASSOCIATE. MISS MARY FIELD 
MRS. H. B. DUANE 
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Organization Chart for the Salem Hospital 
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The functions in preparing your hospital are 
three— 
1 Defense against air raids or enemy action. 


2 Care of disaster casualties in major emer- 
gencies 


3 Evacuation of patients 
I will try to tell you what to do, not how to do 


it. A hospital, to function under emergency con- 
ditions, needs a central office; we will follow the 
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general terminology and call it the Hospital Con- 
trol Center. This will be the headquarters for all 
department heads, but it can function as the Con- 
trol Center even if manned in a small hospital by 
but one or two officials. This is the central office 
for information and from which all orders are to 
be issued. Here is the place for control of coopera- 
tion and collaboration with smaller hospitals. 


Defense Against Air Raids or Enemy Action 


The first function, defense against air raids or 
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enemy action, can be divided into six divisions, as 


follows— 
1 To consummate complete blackout 


2 To conduct necessary functions for care and 


protection of patients during “alarm” period 


a oO FP LC 


To protect personnel during “alarm” period 
To minimize damage to buildings 

To combat fire hazards 

To conduct necessary rescue activities 


During all this we must maintain morale. 


Care of Casualties in Major Emergencies 


The second function is care of disaster casual- 
ties in major emergencies with three divisions— 
1 Receipt and care of casualties—It is essential 
to have the most capable doctor to meet each 
casualty on admission and classify as— 


a 





HOSPITAL DISASTER CONTROL CENTER—The direction and coordination of disaster activities in the hospital will 
be centered in this group. 
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Shock—very important; must have plasma 
prearranged; shock and burn treatment 
standardized. 

Walking wounded—supervised by experi- 
enced surgeon 

In need of immediate surgery—two or three 
operations in one room provides opportunity 
for supervision by an experienced surgeon 
with work done by younger men; also, 
senior or physician anesthetist can super- 
vise closely more than one patient at a time; 
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each case requires about one and a half 
hours in surgery. 
d Ward care for surgery later. 
Dead on arrival—work out plans with medi- 
cal examiner. 
Information—Through the Control Center or 
if in a large hospital, through a separate In- 
formation Center contact must be kept with 
Red Cross and Civilian Defense, and with indi- 
vidual families. 
Information to relatives and friends. 













Evacuation of Patients 


The third function of a hospital is evacuation. 
of patients— 


1 Casualties — so-called “walking wounded” 
should be sent home via Red Cross. 


2 Hospital patients who may be sent home and 
thus release beds for casualties; (studies in 
some hospitals show that figured on a war 
philosophy as high as 80 per cent of the pa- 
tients may be evacuated from a general hos- 
pital) ; study your patients each afternoon to 
have figures always available; these patients 
are also evacuated by Red Cross. 

3 If a hospital is bombed or if an explosive bomb 
is unexploded nearby, patients will be evac- 
uated by the evacuation division of civilian 
defense. 

Work out your plans with these officials. Your 
job is inside the hospital. You must be prepared 
for handling the discharges. The transportation 
problem is not yours. 


Training Personnel for Mobilization Is Important 


To carry out these three major functions, we 
must have trained personnel, doctors, volunteers, 
and employees, and we must have a plan for their 
mobilization. Doctors and employees are trained 
for their regular jobs. Where employees are to 
do special work in the emergency, they should be 
properly instructed. Trained volunteers have 
proven essential in England. Every American 
hospital should have a corps of trained and organ- 
ized volunteers. 


The problem of mobilization of course varies 
with the hospital. In a metropolitan city, those 
not at the hospital probably should not be called 
until the “all clear,” while in a small town, it 
might be practical and safe to call doctors, volun- 
teers, and employees on the yellow signal. It is 
well that this is so as the hospitals in the smaller 
communities, in almost all cases, do not have as 
adequate a house staff as the hospitals have in the 
metropolitan areas. 
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It is essential to have a pattern for assigning 
and controlling volunteers, making it possible for 
a captain at the Control Center to know at all 
times the location of each of her fifty trained 
workers. (See cut.) 


Remember, each department and each function 
heads up in the Control Center. The Control Cen- 
ter, during the emergency, is the office of the 
superintendent of nurses, captain of volunteers, 
medical director, and director of the hospital. 


The army will be in command when we get 
bombings. Those of you who had army experience 
of the 1917 vintage know that when the infantry 
went over the top, the artillery was coordinated 
and the barrage was properly placed. We, today, 
must have the confidence of those doughboys. For 
example, if we are given orders to evacuate, and 
we can, evacuate only if we are given orders, we 
must proceed with our duties with confidence that 
the transportation will be provided and that there 
will be a safe haven for receipt of our evacuees. 


Doctors and hospitals currently are prepared 
for emergencies so there is every reason for the 
medical and hospital divisions to set the pace for 
the other sections of our Civilian Defense Organ- 
ization. It is only by being perfectly organized for 
total war that our American hospitals may per- 
form the maximum of life-saving services. 
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Volunteer Aide Services in Hospitals 


The United Hospital Fund of New York, 
through its Committee on Volunteer Aides, has 
prepared and published a very interesting booklet 
describing the organization and operation of a 
volunteer department. The appendix includes a 
chart of a volunteer department, a partial list of 
services which may be performed by volunteer 
aides, sample record forms, a suggested form for 
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volunteer aides’ manual, a suggested introductory 
course for the volunteer aide, and a list of place- 
ment bureaus for volunteers. 


This pamphlet is one of the best arranged books 
on the subject of volunteer services in hospitals 
that has come to our attention. It is an excellent 
guide for the organization and operation of volun- 
teer service in any hospital. 
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A Private Residence as a Wartime Hospital 


SURGEON LIEUTENANT COMMANDER J. M. ROBERTSON, R.N.V.R. 


sents many interesting problems. I am going 

to give you just a few of the experiences 
that I had in turning a large private house into an 
emergency hospital. 


FE sents many in a hospital in war time pre- 


Because of the fact that it is a wartime hos- 
pital, and that I took part in it, I am not able to 
give you any very succinct details as to where it 
was, or what actually we had to handle. I am 
going to talk from a purely administrative point 
of view of some of the difficulties which we came 
up against and they may possibly help you if you 
have to do the same sort of thing. 


Locating the Hospital 


Now the first thing, of course, is where are you 
going to have this hospital? The question of 
the site will naturally be determined by the pur- 
pose which the hospital is to serve. If you are to 
receive your patients from a particular base or 
establishment or city, you will naturally want the 
hospital as near as possible with all the advan- 
tages of being close for ambulance work. But if 
the hospital is to be an overflow hospital, or one 
taking a special type of case, such as orthopedic 
or any other specialty, you then have a much 
wider choice of site. Then you naturally will 
place your hospital as far away as possible from 
big built-up areas, where there is a likelihood of 
the enemy attacking by air or by other means. 


In choosing your isolated site, on the other 
hand, the question of approach becomes difficult, 
as it was in our case, and it may be necessary for 
suitable roads for ambulances and other essential 
transport to be constructed or modified from ex- 
isting tracks. In addition, not really necessary 
but very pleasant to have, is a railway in the vi- 
cinity. In war time you may go weeks and 
months with very few cases, and then suddenly 
you have a large number of casualties, and a rail- 
way siding somewhere within the vicinity of the 
hospital is an excellent means of getting a large 
number of patients quickly to the hospital. 
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We were fortunate in having a railway near 
at hand, and, also, we were near deep water. This 
was an added advantage because in the event of 
the railway communication and the roads being 
damaged, we could fall back on sea transporta- 
tion. 


The Suitability of the Buildings 


The next point to consider is the suitability of 
the particular building for its purpose, and the 
possibilities of adapting the rooms for use as hos- 
pital wards, and operating theaters. The size and 
number of rooms are very important, and we were 
very lucky in having a large mansion which had 
four public rooms and a large ball room, all of 
which made rather ornate but very good wards. 
They also had large double doors which, of course, 
were a great advantage in getting stretchers and 
trolleys* in and out. 


Locating the Operating Rooms 


One word here about the location of the oper- 
ating room. Very often in the ordinary civil hos- 
pital that room is placed so as to get the maxi- 
mum of. daylight, but in placing the operating 
room in a wartime hospital you should aim to get 
it as remote from any danger of air attack as 
possible. The one time you are going to want it 
more than any other time is during or immedi- 
ately after an air attack, and consequently the 
question of daylight need not enter into it. You 
want a room, if possible, which is blastproof and 
with the most efficient lighting which you can 
obtain and there is the important point of having 
an emergency lighting system. 


*Local Eng.: Any of various vehicles of the cart type. 






Some Advantages of the Country House 


The advantage of a large country house is that 
you usually have quite extensive domestic serv- 
ants’ quarters, together with a number of oiut- 
houses such as stables and garages. All of that 
is very necessary and very valuable in provid- 
ing accommodations for the hospital staff. It 
also provides for expansion of ward accommoda- 
tion in an emergency. In the hospital I was con- 
cerned with we had 60 beds for regular use prop- 
erly set up and serviced. We could have put in 
another hundred beds if necessary. We had one 
hundred collapsible beds stored in case of need. 
By flooring over a roof space and by converting 
garages and stable accommodations, etc., we were 
able to have the necessary spaces available. For- 
tunately, we did not have to make use of this 
space during the time I was there. 


The Essential Services 


The next problems that arise are those of es- 
sential services, such as water, light, and drain- 
age. The existing facilities for water may be 
found incapable of carrying the burden. As a 
rule, speaking again of a house in the country, 
remote from the city, there is possibly an ade- 
quate supply for the house running as a country 
house, but certainly not for that extra amount 
which a hospital needs. If a city supply is not 
available it becomes necessary to establish either 
a new supply or augment the existing one by 
sinking wells or damming the streams. In the 
situation we were in, we had a small mountain 
loch, and we were able to get an abundant supply 
of very clean fresh water. It was also about a 
mile up from the hospital so that we had excel- 
lent pressure. 


This extra supply, of course, is not only essen- 
tial for the efficient functioning of the hospital, 
but it is also absolutely necessary for fighting 
fire, which is the main hazard from air attack. 
The pressure of the water is very important. 


Lighting 


In our hospital we did not have city lighting 
but we found that we received a most efficient 
supply of electric power by using Diesel motors, 
which were automatically controlled by the de- 
mand. They gave absolutely no trouble during 
the nine months I was there, while the hospital 
was actually operating, and we got just the 
amount of current required at a given time. These 
motors will also work a diagnostic x-ray plant. 
Again I remind you of the importance of some 
form of emergency lighting. This can best be 
provided by using a separate electrical system 
with storage batteries, but it is also a good idea 
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to keep the good old homely. paraffin lantern 
handy. A few dozen lanterns distributed around 
can be invaluable when all else fails. 


Drainage and Sewage Disposal 


The third problem, and not the least, is that 
of drainage and sewage disposal. As I mentioned 
just now, we. were near deep water—actualiy 
tidal water—so we. did not have much difficulty 
in that line. If you do not have these conditions, 
then you will have to think of some other method. 
You all know the methods of sewage disposal, but 
I would remind you of one snag which did not 
arise in our case, but I have heard of it. That is, 
if you use the so-called septic tank method for 
draining a hospital, remember that that method 
depends on the autolysis of the content. A hos- 
pital inevitably pours large amounts of antisep- 
tics into its drains and it is quite possible it has 
happened that the septic tank no longer functions 
as such. It is a point well worth remembering. 


Food Supply and Storage 


Maintaining an adequate supply of food is al- 
ways an important problem. We did not have 
much difficulty with rationing, because it was a 
Service hospital, and British Service people re- 
ceive larger rations than the general public. Also 
we had the advantage of being permitted to 
draw on Service stores. However, I would re- 
mind you that sometimes there are difficulties in 
obtaining the essentials of diet for a hospital. I 
am thinking now of patients on special diets such 
as milk and fish and fresh foods generally. In 
gathering such essentials together, the question 
of the amount of refrigeration necessary will 
have to be borne in mind. 


With regard to the question of cooking for the 
staff and the patients, we had large kitchens but 
they were very antiquated and had to be cleaned 
out and modern cooking apparatus installed. On 
the whole, we found that it was better to keep 
the cooking for the patients and that for the staff 
entirely separate. I have noticed since I have 
been here in some of your hospitals that you have 
what we would call “general messing.” That is, 
the cooking is done for everybody concerned, pa- 
tients and staff, all in one kitchen, and it is pos- 
sibly supplemented by smaller pantries near the 
wards. We found that did not work very well in a 
small establishment of this kind, chiefly because 
in a small hospital the number of different diets 
required could not be combined satisfactorily with 
the large amount of plain cooking required by 
the staff. 

Laundry 


The next difficulty we came up against was that 
of the laundry, always a big problem in hospitals, 
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and particularly so if you are remote from a city 
laundry. You may have to decide whether you 
can arrange an outside contract or whether you 
can make arrangements to do this essential serv- 
ice on the premises. 


This will naturally affect the quantity of bed 
linen, which will be required for use in the hos- 
pital. In one minor emergency that we had, 
we had not quite reckoned correctly, and we found 
ourselves down to the last change of sheets. That 
was because the nearest laundry was about 85 
miles away. After that we established our own 
laundry. 


Staffing the Hospital 


I now want to say a few words about staffing 
the hospital. The nursing should not present any 
problem in war time. There are always plenty 
of willing people ready to give their services any- 
where, and we had no difficulty of that kind. We 
have in the Royal Navy a regular nursing service, 
but in war time it is not adequate for the im- 
mense expansion which takes place, and so it is 
supplemented by. voluntary nursing associations. 
We have the Voluntary Aid Detachment, the Red 
Cross, and St. John’s and St. Andrew’s Ambulance 
Corps, all of whom in peace time train men and 
women in first aid and home nursing and hospital 
nursing. Their services are absolutely invaluable 
in time of war. 


The domestic staff, however, provides the rather 
intractable headache. Particularly is this so if 
you are placing your hospital as we did, such a 
long way away from any civilized center. You 
will be exceptionally fortunate if you get sup- 
plies of labor sufficient for the large number of 
workers required to feed and wait on the patients 
and staff and keep the hospital clean. We were 
right in the country and all we could get hold of 
at first were a few country lassies. 


In Great Britain we have a number of women’s 
services which, up to the time of the war, and 
for the first year or so of the war, were entirely 
voluntary, but are now being recruited by con- 
scription. These were the auxiliaries to our fight- 
ing services, the Women’s Royal Navy Service, 
Women’s Auxiliary Territorial Service, and Wom- 
en’s Auxiliary Air Force, as well as the other or- 
ganizations which I mentioned, the V. A. D.’s, ete. 


All of these naturally impose some sense of 
discipline and responsibility on their members, 
and it is by using their services that the extra 
hospital work can be efficiently done. If you have 
to rely entirely on casual labor, you are going to 
get in unending difficulties, but our experience 
was that you could make a hospital run much 
more smoothly with the help of these people who 
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were primarily volunteers but who had acquired 
a sense of responsibility and obligation. They are 
conscripted now, and as a rule they have to serve 
wherever there is need for their employment. 
You no longer have a person who can say, “I am 
coming on Tuesday if it is only two miles away, 
but I cannot come Wednesday if it is ten miles 
away.” They have got to go where they are sent. 


Recreation Facilities 


An important thing to bear in mind, particu- 
larly in a hospital that is isolated from the rest 
of the world, is recreation facilities for both pa- 
tients and staff. If possible, suitable sports 
grounds, and certainly an indoor recreation hail, 
etc., are real necessities. We got our recreation 
space by flooring over roof spaces and by throw- 
ing garages and horse boxes into one big room. 
Two big rooms, one for the male staff and one 
for the female staff, were thus obtained. And 
those, incidentally, made excellent emergency 
ward accommodations, being provided with bath- 
ing facilities and storage room for beds and other 
apparatus. 


Our Raid Precautions 


One further point, I think I might go over some 
of the ground on air raid precautions. It is a very 
big subject and really is the nucleus of a course 
of lectures in itself, so I cannot do anything more 
than touch very lightly on some of the main 
points. 


The first danger really is fire, whether from 
high explosives or incendiary bombs, and as I 
have already stressed, a good water supply under 
high pressure is necessary. Equally important is 
the regular training of all personnel as to duties 
in time of fire and distribution throughout the 
whole hospital of suitable fire fighting appliances. 
Fire escapes and instructions for patients are also 
essential. 


The next greatest danger from air attack is 
from high explosives. In the type of building 
we are considering—the private house turned into 
a hospital—protection from a direct hit is not to 
be expected, but the control of the blast by the 
proper use of sandbags and internal shoring, min- 
imizes the danger very considerably. 


Sandbagging is a useful method of protecting 
windows. There are two ways of doing it. Either 
you block out your window entirely, in which case 
you have to rely on artificial light, or, what is 
very often done, at about a foot from the win- 
dow the sandbags are built up, and an opening is 
left near the top of the window, which allows 
a certain amount of light to come in. This 


31 





will check the blast from bombs bursting only a 
few feet away from the sandbags. The tendency, 
as you may know, is when the bomb bursts for the 
blast to go upwards and outwards. 


If you have your windows only partly protected 
by incomplete sandbagging it is a good thing to 
leave the windows slightly open, and also in the 
same rooms to leave the doors slightly open. The 
reason is that this allows a certain amount of fil- 
tering of the blast. The window that is shut will 
be shattered. Very often the window that is 
open will not be shattered and there will be less 
strain on the internal structure. . 


Properly constructed shelters are necessary. 
You cannot of course put your bed patients down 
in shelters, but at the same time you can min- 
imize casualties by insisting that all the staff that 
are not actually on duty, and all ambulatory pa- 
tients shall go to an air raid shelter during a 


warning. The bedridden patients can best be 
cared for by keeping them remote from the win- 
dows and away from outside walls. 


Danger from poison gas attack is not so likely, 
but of course precautions must be taken against 
it, and every patient should always have a gas 
mask hanging by his bed. The bombproof shel- 
ters which I spoke of just now should be provided 
with a gasproof air intake. That is an apparatus 
somewhat similar to the ordinary air condition- 
ing plant. In any case an air trap should always 
be provided at every entrance. 


One more point before I finish. Do not forget 
the very necessary requirements in your shelter 
of water and other stimulating drinks—I mean 
coffee, etc.—and that very necessary thing, sani- 
tary facilities, because it is extraordinary how 
the sphincters become weak during an aerial bom- 
bardment. 
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Financial Aid for Blood and Plasma Banks 


The Office of Civilian Defense, under date of 
March 19, advises that hospitals in communities 
exposed to war hazards may receive assistance 
in the establishment of a blood and plasma bank 
through funds available to the United States Pub- 
lic Health Service, which will be administered by 
it through the Medical Division of the United 
States Office of Civilian Defense. In addition to 
providing whole blood or liquid plasma for the 
current needs of hospitals, these blood banks as 
well as others already in operation are to accumu- 
late a reserve supply of plasma for civilian cas- 
ualties caused by enemy action. Technical and 
bacteriological safeguards are to be observed as 
recommended by the Subcommitee on Blood Sub- 
stitutes, Division of Medical Sciences of the Na- 
tional Research Council. At the request of the 
Office of Civilian Defense, a technical handbook 
on blood and plasma banks has been prepared by 
this committee, which will be distributed by the 
Office of Civilian Defense to hospitals. 


Following the advice of the Committee of the 
National Research Council, financial and technical 
assistance will be provided only to 300 hospitals 
of 200 or more beds approved by the American 
College of Surgeons and the Hospital Register of 
the American Medical Association. These hospi- 
tals will agree to maintain required technical 
standards and to accumulate a surplus of liquid 
or frozen plasma amounting to one unit per bed 
within three months. Grants will be made only 
for the purchase of essential equipment if ob- 
tainable locally and for sufficient technical assist- 
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ance to initiate the project. Hospitals will there- 
after be expected to continue to maintain the 
blood and plasma bank to meet their daily needs 
as well as the plasma reserve for civilian casual- 
ties. 


Technical guidance has also been made avail- 
able through the appointment of Dr. John B. Al- 
sever of Syracuse, New York, by the. Surgeon 
General of the U. S. Public Health Service, and 
his assignment to the Medical Division of the 
Office of Civilian Defense as Technical Director 
of its Blood and Plasma Service. Doctor Alsever 
will be assisted by Regional Technical Consult- 
ants in various parts of the country whose con- 
sulting services will be made available to hospi- 
tals in their area. 


As a further safeguard for the civilian popu- 
lation, the United States Public Health Service is 
providing for the production of 50,000 units of 
dried plasma or human albumin in laboratories 
approved for the manufacture of biological prod- 
ucts by the National Institute of Health. The 
American Red Cross has agreed to collect the 
blood for this purpose without interference with 
its blood collecting services for the armed forces. 
This second reserve of dried plasma will be dis- 
tributed to Office of Civilian Defense depots lo- 
cated in various parts of the country. It will be 
made available by the Medical Division of the 
Offiee of Civilian Defense to stricken communities 
for their casualties whenever their own local 
stores of liquid or frozen plasma are in danger of 
being depleted. 
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We Must Economize 





HOWARD A. MUNSON 


plenty. We have not needed and we 

have not had the desire to take by force 
the goods or lands of other nations. By our in- 
dustry and ability we have developed our indus- 
tries and resources to a point where even the 
wage earners enjoy luxuries not dreamed of in 
the majority of the nations of the world. Wages 
have been high, consumer goods have been plen- 
tiful. We have not wanted anything—in fact, 
we have had plenty to throw away. The sky has 
been the limit. The slightly worn machine must 
be “turned in” for the latest development. It was 
a grand feeling while it lasted! 


A MERICA has been a land of peace and 


Now we are a nation at war. Scarcities face us 
on every side. We do not have enough to give 
our civilians all the things they want and at the 
same time supply our armed forces with the tools 
of victory. And our fighting forces come first! 
Victory is the first and only objective of our Gov- 
ernment and everything else is subordinate to 
that end. The sooner our industries, our insti- 
tutions, and our civilians take this fact to heart 
the easier it will be for all. We must realize that 
the last months of 1941 ended our era of plenty! 
The year 1942 ushered us into a new world—a 
world in which the American consumer is going 
to face increasing deprivation. It will be a period 
during which we must be prepared for increasing 
sacrifices. Donald Nelson has said: 


“Just ahead of us are, I truly believe, the 
toughest, hardest years we have been through 
since Valley Forge.” 


We are going to learn to get along without a 
lot of things. The shelves of our stores are going 
to look strange. We are going to have to live 
pretty much on the things we now have, with as 
few new things as possible, until the emergency 
isover. Weare in for some drastic rationing and 
shortages are going to affect every phase of our 
lives, 

Economy Campaigns 


In the past our institutions have had many 
economy campaigns. Usually they have been 
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staged by the then present manager who has seen 
the need for certain savings. The workers may 
consider such campaigns the personal whims of 
an individual. Today institutions are facing a 
different reason for economizing and every worker 
should be made to realize this. Today it is econo- 
mize or collapse! Our present economy program 
is a “Must” that must not be ignored if we are 
to survive as institutions. 


Why We Must Economize 


Let us look into the reasons behind this need 
for economizing. First, we must realize that this 
is more than a national problem. We are in this 
thing with many other nations Who also have 
shortages. Our own success, in many ways, de- 
pends upon the success of our neighbor nations. 
Many of our battles will be won by the millions 
of tons of machines and supplies we send them 
so they can win their battles. Therefore, when 
we ask the reasons for our need of economizing 
now we must look far beyond our own shores and 
understand that we are not only producing for our 
own nation, but are sending huge quantities of 
supplies to our allies. 


Difficulty in Securing Products of 
Every Day Use 


Here is a very small list of products that go 
into the things we use every day. By understand- 
ing the conditions in these markets we can see 
why we are having difficulty in getting supplies: 


Brushes: Our best bristles are imported from 
China and Russia. It is almost impossible to get 
bristles from these countries today. And the 
needs of our armed forces are taking what few 
bristles we manage to get. 


Kapok: Kapok is used for mattresses, sleeping 
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bags, upholstered furniture, etc. Ninety per cent 
of this comes from the Netherlands East Indies. 


Wool: This country, even in normal times, 
must import wool. We are told that an army of 
five million men, would consume about 350,000,000 
pounds of wool. We do not produce much more 
than 200,000,000 pounds. Our best wool comes 
from Australia and that market has been cut off. 
We are going to see some drastic changes in the 
items we use which are either all or part wool. 


Drugs and Chemicals: We are not self-sup- 
porting in these items and practically none are 
being imported now. Our stocks are very low. 
The Government is ordering and using huge quan- 
tities. Civilians will have to conserve and sub- 
stitute. 


Paper Products: This is another critical situa- 
tion. We do not have enough and cannot produce 
enough wood pulp. Neither do we have enough 
chlorine for bleaching. This will affect every- 
thing from our best letterheads to wrapping 
paper and bags. 


Tin: Almost all of our tin comes from Malaya 
and the Netherlands East Indies. Our normal re- 
quirements are about 100,000 tons. This source 
of supply is gone and we face a drastic shortage. 
We need tin for over 17 billion tin cans yearly, 
for huge quantities of kitchen supplies and equip- 
ment and for thousands of civilian items. Its use 
has already been banned for many of these items 
and will be banned for others. This will affect 
everything from beer cans to belt buckles. 


Burlap: Almost all our burlap comes from 
India. It is used for bags, furniture, rugs and 
carpets, upholstery, textiles, meat packing, and 
rubber industries. There is not enough, so peace 
time industries will be curtailed. 


Oils: We use tremendous amounts of oil in 
foods, paints, and soaps. Many of these oils are im- 
ported and have all but stopped coming now. We 
have a shortage of lard, cottonseed, tung, linseed, 
soybean, cocoanut, palm, olive, fish, mineral, cas- 
ter, and liver oils—to mention but a few. 


Brass, Bronze, Copper: The Government 
needs, and must have, every ounce of these metals. 
Their use in every possible civilian item has been 
eliminated. 


Foods: We did have a huge reserve of foods, 
but the stocks have rapidly dwindled. Tin for 
cans is higher. Prices to the farmer are higher. 
Our own demands are larger and we are sending 
millions of tons to other countries. In 1942 our 
Government will get first choice and buy huge 
quantities. Civilians will pay higher prices and 
probably get poorer quality. 
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Poster No. 1 used in economy drive 


Textiles: Our Government is ordering millions 
of yards of cloth. It is buying millions of sheets, 
blankets, stockings, pants, underwear, shirts, 
handkerchiefs, overcoats and other things needed 
by a huge army. Manufacturers cannot even keep 
up with these orders. Civilians will have to wait 
and while waiting be very careful with what they 
have. 


Stoves, Ranges, Cooking Appliances: No un- 
necessary iron and steel will go into these prod- 
ucts. Besides our Government needs thousands 
of tent stoves and field bakeries. This will affect 
everything from ranges to hot plates. 


Rubber: Normally we use about 600,000 tons of 
rubber yearly and this is nearly all imported from 
the Orient. A large part of our rubber source is 
now in Japanese hands. Our military needs are 
tremendous and must be supplied even if the rest 
of the nation goes back to horses. There is the 
possibility of synthetic rubber but this is still of 
doubtful value and none will be available until 
1943. We are trying to produce rubber by grow- 
ing in both South America and this country, but 
that program will not make itself felt until 1947. 
We must realize this rubber shortage is no joke. 
Rubber right now is more precious than gold. 


Sugar: We import most of our sugar from the 
Philippines, Hawaii, Cuba and Puerto Rico. Our 
domestic beet and cane accounts for only about 
29 per cent of our sugar supply. We can readily 
see how our imports have been affected. Our 
Government must have sugar for making alcohol 
and for explosives and plastics. The demands for 
these items have jumped 300 per cent. Increased 
demands and lowered imports mean less sugar for 
every man, woman and child in the country. 


Lead: Another scarce item is lead. Its use has 
been banned for dozens of civilian items such as 
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golf clubs, decoys, clocks, building supplies, ballast 
for pleasure boats, badges, emblems, toy statuary, 
foil and other items. 


Gasoline: Our military needs for gasoline are 
tremendous. Many of our tankers are being sunk. 
This summer will see rationing unless civilians 
voluntarily cut their consumption. 


We have mentioned but a few of the basic items 
that make both our civil and military wheels go. 
We could list many other items that are critically 
short. This situation will have its effect upon our 
institutions in many ways. As the requisitions 
come through we are going to have to use the 
words “no more” with increasing frequency. Items 
made from tin and nickel and aluminum will dis- 
appear and we will have to use substitutes. We 
must learn to order carefully, use wisely, con- 
serve, and economize. 


A Few Rules of Management 


Whenever we face a big problem somebody is 
sure to ask, “Well, what can we do about it?” 
That is a good question to ask and it has an an- 
swer. You can do something about it. If you 
will faithfully carry out a definite program you 
can improve things in your own institution and 
at the same time serve your government in just 
the way it needs you. Following are a few rules 
for the Management: 


Do not hoard. Perhaps it is too late to give 
that advice to some. But, for the sake of the rest 
of us, if you have been hoarding, stop hoarding 
now. You cannot “corner the market” on every- 
thing for all the time. Hoarding never helped 
humans. Yes, buy in slightly larger amounts and 
take into consideration longer delivery periods, 
but do not put in several years’ stock of every 
item you think will be rationed. Be fair to the 
rest of us and loyal to Uncle Sam. 


Take good care of what you have. You may 
have to keep your present equipment a lot longer 
than you planned. See that everything you use 
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lives its full life, then lengthen its life if you can. 
Treat your equipment and supplies as if they were 
precious—they are! Learn how to get the most 
out of everything. 


Salvage all scrap. There comes a time when 
things lose their usefulness because of old age. 
They may lose their usefulness for your particu- 
lar purpose, but they can be used for something 
else. Right now our nation needs everything. Do 
not throw away a thing. Do not burn anything. 
Appoint a salvage expert fer your institution. 
Have him clean out old attics and cluttered up 
cellar rooms. Give him a chance to broadcast his 
salvage program to all the employees. Keep this 
before all your workers every single day. And 
do not grow weary of well-doing! 


Eliminate Waste: Elimination of waste is an 
institutional necessity as well as a patriotic duty. 
We must learn not to use any more of any item 
than is absolutely necessary. This applies to 
servings of foods, solutions, linens, dressings, 
soaps, and scores of items. Use just enough to 
maintain good service. We must learn that some 
of our peace-time extravagancies must be changed 
to war-time economies. 


The Little Things All Can Do 


Now let us consider some of the “little things” 
every nurse and every worker can do every day. 
The sum total of these little savings, faithfully 
performed, will mean a big saving in the next 
twelve months. 


Rubber Goods: Take especially good care of all 
rubber items. Keep them in a cool place, do not 
put them away wet, keep them away from oils, 
and dry thoroughly before putting them away. 
Treat your casters carefully. Hang sheeting and 
aprons in a cool, dark place. Use your cars as 
little as possible and then do not bump the curb or 
come to sudden stops. 


China: China is hard to get and very high. 
We must especially watch breakage now and mis- 
use such as putting it in a hot oven. 


Paper Products: One paper towel is enough to 
dry one’s hands—learn how to use both ends and 
the middle. Use both sides of pads. Be careful 
with your letterheads and envelopes. Use fewer 
forms and smaller sized forms when possible. Do 
not wrap anything unnecessarily. Return empty 
paper bags. 


Save everything: Return all cans, drums, dis- 
carded kitchenware, wood crates, packing cases, 
barrels, baskets, boxes, worn out drapes, towels, 
mats, table cloths, rugs, and carpets to your pur- 
chasing department or your salvage department. 
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Conserve Power: Turn off unnecessary lights. 
Use smaller bulbs in many places. Do not burn 
irons or run electrical equipment unnecessarily. 
Turn radiators off when you leave your room. Do 
not use elevators when not necessary. Do not use 
more hot water than necessary. See that all fau- 
cets are turned off tightly and if one leaks report 
it immediately. 


Reduce Food Costs: Check the left-over items 
and find out why. Eliminate refrigerator wastes 
and loss of perishables. Control cooking tempera- 
tures—save both food and fuel. Stop breakage. 
Check garbage for spoons, dishes, etc. You will 
be shocked at what you are feeding the pigs! 
Stop serving scarce and imported items. Use 
extra standard grades of canned goods instead of 
extra fancy—there is just as much food value. 
Do not serve out of season items. Avoid spoilage 
by using old stocks first. Do not hold refrigera- 
tor doors open—it is an expensive way to keep 
your kitchen cool. 


Medical Supplies: Do not use more iodine, 
more solutions, more adhesive, more dressings 
than are necessary for good service. Do not put 
thermometers in boiling water. Instruments are 


expensive, do not use them for opening boxes or 
taking lids off cans. Avoid breakage of test tubes, 
syringes, flasks, and other glassware. 


Office Supplies: Treat your typewriter gently 
—it may have to last forever! Cut down the 
length of your letters—shorter letters are more 
effective anyway. Use both upper and lower 
parts of your typewriter ribbons. Trim carbon 
paper once in a while and make the type strike on 
a different surface. 


Conserve time: Be at work on time. Do not 
waste the time of others by being late to appoint- 
ments. Do not spend time in idle gossip when 
you are supposed to be working. 


Our institutions are really facing a serious 
time. It will cost us a lot more to operate in 1942 
than it has in years past. Wages have increased, 
costs of supplies and equipment have risen from 
25 per cent to 300 per cent, shipping and trans- 
portation difficulties cause long delays in the de- 
livery of goods, and there are great shortages in 
many lines of goods. If we are fully aware of 
the situation we will not be long in realizing that 
WE MUST ECONOMIZE. 
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It Pays to Be Cordial 


It happens quite often, hospital administrators 
or department heads are brusque and unfriendly 
in, their reception towards their visitors, whether 
social or business. Hospital superintendents, by 
nature, do not lack in cordiality but, frequently, 
due to an interrupted schedule or unexpected de- 
mands on their time, they are not as courteous to 
salesmen and others who have business to trans- 
act with them as they ordinarily would be. 


Large business concerns appreciate the value 
of cordial treatment to their visitors, and the 
following article not only shows this attitude, but 
traces a pattern of kindly treatment which hos- 
pitals and their administrators may well follow: 


“Tn the old days a salesman was considered an 
intruder who was very unwelcome when he called 
to make a sale. Everything was done to prove 
to him that he wasn’t wanted. He was usually 
met at the door by a mannerless girl or smart 
office boy with a curt, ‘You’ll have to wait.’ And 
very often he wasted hours of his time that might 
have been employed in making other sales. This 
discourteous treatment of salesmen is almost a 
thing of the past among the larger corporations, 
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for the simple reason that these firms have 
learned that cordiality pays. Mr. John Murphy, 
writing in Future Magazine, says: ‘I had an ap- 
pointment with an executive of a big oil com- 
pany and arrived on the dot. ‘Sorry, sir,’ said the 
receptionist, ‘there will be a delay of about fif- 
teen minutes.’ He then came over to where I 
sat. ‘I have some fine Coronas here,’ he said. ‘Or 
if you prefer a pipe, try some of this tobacco. 
T’ll see that you are not kept waiting any longer 
than is necessary.’ And when I went to see the 
vice-president of a large publishing firm, the girl 
at the desk greeted me with a cheery, ‘Oh, yes, 
Mr. Jones is expecting you.’ The girl was very 
pretty and there were fresh flowers on her desk, 
all of which gave a personal touch. A company in 
North Dakota has a conspicuous sign near its re- 
ception desk: ‘We, too, have salesmen on. the road, 
we try to give you the same friendly reception 
our own salesmen like to get.’ ” 


These are just a few of the many examples 
given, but they are sufficient to show that the old 
browbeating methods are taboo because they 
breed nothing but ill will. To succeed today in 


business one has to_be courteous. 
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pital has appointed a committee on commu- 

nity relations which has been instructed, as 
its first service, to attempt to learn what the 
public knows and thinks about hospitals in Hart- 
ford—the adequacy and acceptability of the serv- 
ices rendered to Hartford and its vicinity. 

A survey has been conducted by means of 
questionnaires, which have been mailed to 9200 
representative citizens in this area, to measure 
good will and investigate suggestions as to pos- 
sible improvements and extension of hospital 
service. This test of public opinion should not be 
construed as evidence of criticism of our com- 
munity hospitals, but rather should be understood 
to be a constructive and progressive effort to de- 
termine what can be done to enlarge the services 
of general hospitals serving the Hartford area. 
Analyses of opinions from these questionnaires 
were published from time to time in the local 
papers, representing a 21 per cent return which 
we understand is the highest ever received for 
this sort of questionnaire. A resume of the latest 
returns, in which 1933 residents participated, may 
be of interest to the readers of HOSPITALS. 


Resume of Answers to One Set of Questions 


To Board of Directors of the Hartford Hos- 


“Do you favor keeping hospital care in this 
community abreast of the most advanced medical 
practice even though costs be increased?” Yes— 
99 per cent. 

“Do you believe Hartford Hospital should be 
enlarged so as to increase substantially its capac- 
ity?” Yes—96 per cent. 

“Do you think, from what you know or hear, 
that hospitals in Hartford have adequate capac- 
ity?” No—92 per cent. 

“Do you think that these hospitals are effi- 
ciently managed?” Yes—90 per cent. 

“Have you, or has a member of your family, 
been a patient in a hospital in Hartford during 
the last five years?” Yes—88 per cent. 

“Would you go out of town for hospital service 
if you needed it now?” No—94 per cent. 

“Do you think that any of our community hos- 
pitals receive enough money from patients to 
finance enlargement and improvement?” No—77 
per cent. 


“Before reading this folder, were you of the 
opinion that increase of population in and around 
Hartford could affect your personal safety so far 
as hospital protection is concerned?” 
per cent. 


Yes—76 
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“Would you favor compulsory insurance under 
the auspices of the Government to cover the cost 
of hospital care as a substitute for voluntary 
plans meeting the same purpose?” No—6l1 per 
cent. 


Impression of Citizens on Various Hospital Phases 


In addition to these questions, the opinion and 
impressions of citizens concerning other topics 
were asked. Opinions included the following: 

Charges by hospitals in Hartford: Seventy- 
three per cent consider charges to paying patients 
fair or reasonable, 25 per cent consider them too 
high, and a fraction of one per cent call them too 
low. 

Total hospital capacity in Hartford: Seventy- 
four per cent said it should be large enough for 
civilian needs and possible war-time require- 
ments. 

Free and below-cost service: Fifty-four per 
cent understand that the cost of such service is 
met by income from endowments and gifts. 

What to do when income fails: Ninety-five per 
cent would appeal to the public for contributions 
when. all income is insufficient to meet the cost of 
running a hospital. 

Financing an expansion program: Seventy per 
cent would ask the public to subscribe the cost of 
enlarging and improving Hartford Hospital. 

Where would you want your child born?: 
Eighty-nine per cent would choose a hospital in 
Hartford, 5 per cent a hospital elsewhere; 6 per 
cent would have their babies born at home. 

Remuneration to board of directors and staff: 
Thirty-four per cent of those who responded think 
that members of the boards of directors, admin- 
istering community hospitals, receive remunera- 
tion for discharging their duties; while 37 per 
cent felt that the medical staff attending the pub- 
lic ward patients received some sort of remuner- 
ation. 

Making bequests to hospitals: Ninety-three per 
cent expressed their good will by stating that, if 
they were in a position to do so, they would leave 
something to a hospital if they were now dispos- 
ing of their property by will. 
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The results of this questionnaire furnish much 
information of interest and help. It is significant 
that the greatest unanimity of opinion—99 per 
cent—was in regard to keeping abreast of medi- 
cal progress regardless of cost. The fact that ap- 


proximately one-third of the people understood 
that members of the board of directors and the 
medical staff on the ward services received some 
sort of remuneration clearly shows the need for 
a better public relations program. 












The Orange Memorial Hospital, Orange, New 
Jersey, of which our good friend F. Stanley Howe 
is the administrator, received the annual citation 
for outstanding service during the past year from 
the Chamber of Commerce and Civics of the 
Oranges and Maplewood. 


Copy of Citation 


Most tangible and practical expression of the 
collective interest of human beings in the wel- 
fare of their fellow men—the hospital—springs 
from the instinctive sympathy of man, first for 
his family, then for his tribe and finally for his 
community as a whole. 

Fountain. of new life, ‘which is fast making it 
the “Birthplace of the Nation”; workshop of the 
physician, whose skill in curing our ills and re- 
pairing our injuries, needs its special facilities; 
conveyor of hope to youth, adulthood and later 
life; meeting place of every race, class, and con- 
dition of men; final haven. of those upon whom 
the infirmities of life rest too heavily to be longer 
borne—the hospital is in the truest sense the 
heart of our community structure. Without it, 
the inevitable hazards of illness are an added 
threat to an already hazardous existence. With 
it, added support is given to every other form 
of worthwhile human service. 

In this respect ours is a fortunate community, 
served as it is by four—one special and three 
general—hospitals, which together safeguard the 
health of our citizens in peacetime. All four of 
these hospitals are approved by the American 
College of Surgeons, thus assuring the public of 
their efficiency. 

Tonight we are met to bear witness to the value 
of these hospitals to our community by confer- 
ring upon one—the oldest and largest—a cita- 
tion of merit as an institution worthy of this 
honor by virtue of its past services, its present 
high standards and its future possibilities for 
further growth and usefulness. 

Nearly seven thousand hospitals serve our 
country today. In 1873, when. Orange Memorial 
modestly opened its doors among us, there were 
less than two hundred. More than one thousand 
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schools of nursing now train young women for 
this honored, skilled and greatly needed profes- 
sion. In 1882, when the Orange Memorial’s 
school began, thanks to the vision and initiative 
of the late Thomas W. Harvey, there were less 
than twenty. Doctors, whose important post- 
graduate period of internship was served in this 
hospital, now practice in all parts of the country 
and in foreign lands. Graduates of leading med- 
ical schools throughout the United States and 
Canada seek its’ appointments, carrying back 
whence they came an appreciation of the methods, 
standards and ideals of this hospital and of its 
large, competent and harmonious medical staff. 

Conscious of its needs and grateful for the 
quality of its stewardship, generous citizens of 
the Oranges and Maplewood have, through the 
years, provided by their gifts for the steady up- 
building of this hospital until its present plant, 
accommodating over four hundred patients, is a 
model of its kind. Inspired and led by that ever- 
young pioneer, Dr. Arthur W. Bingham, himself 
the recipient of our award in 1940, there has been 
created a maternity service second to none, and 
a pattern. widely copied where the value of such 
a service is understood and appreciated. 

Under the threat of war, this hospital, with all 
others, is being looked to for service above and 
beyond the normal call of duty. This can be 
met only by the response of the community as a 
whole in providing the necessary material re- 
sources. Without them, the spirit, however will- 
ing, may not be enough. With them, we can look 
to this mature but virile institution to bear its 


' full share of the large and unpredictable burdens 


of a nation under arms. 

THEREFORE, In appreciation of its services in 
the past and as a stimulus to its continued suc- 
cess in future, The Chamber of Commerce and 
Civics of the Oranges and Maplewood hereby de- 
sired to express the hope that in this commu- 
nity, as in the hearts of those multitudes to whom 
it has rendered devoted service, the name of the 


ORANGE MEMORIAL HOSPITAL 


and of good hospitals everywhere of which it is 
a symbol, may be enshrined forever. 
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Federal Regulation Affecting Priorities, Rationing 
and Price Fixing 


TALS will publish the information released 
by the War Production Board, the Office of 
Production Management and other governmental 
authorities relative to scarcity, rationing, and 
price fixing of supplies and equipment and other 


Boras wit with its April issue, HOSPI- 


commodities used by hospitals. The information - 


published is quoted directly from the orders, reg- 
ulations, or press releases received from the gov- 
ernmental agencies. 


WAR PRODUCTION BOARD 
Washington, D. C. 


March 12, 1942 
American Hospital Association 
18 East Division Street 
Chicago, Illinois 


Gentlemen: 


I have received your letter of March 3 and have 
withheld reply until I was able to have more in- 
formation available. The enclosed Press Releases 
will, I believe, be of some assistance to you in 
learning the general trend of the rationing pro- 
gram as it is now being formulated. 


The plan in its present state of development is 
not sufficiently specific in some respects; and I 
regret that your April issue of “Hospitals” will 
not contain all the information you, no doubt, 
would like to publish in the issue of that month. 
The Release of February 28, you will note, does 
not provide for issuance of a Registration Book 
in the same manner that these are to be issued to 
household occupants. Under the proposed plan 
it is very likely that those institutions who pur- 
chase sugar supplies from wholesalers will reg- 
ister with the local rationing boards when they 
are established. Institutions who buy direct 
from the Primary Distributor will, no doubt, pro- 
ceed in a manner similar to the present procedure 
under General Preference Order M-55 as amended 
January 24, 1942. 


Because of the magnitude of the rationing pro- 
gram, time is required to formulate plans which 
will be fair and equitable to all concerned; and 
I am sure as soon as the interrelated problems 
have been analyzed, a workable and flexible plan 
will be adopted and placed into effect. 

Very truly yours, 
A. E. Bowman 
Chief, Sugar Section 
Food Supply Branch 


April, 1942 


Sugar Rationing 


A registration book will be issued for every 
man, woman, and child in the United States ex- 
cepting members of the armed forces, inmates of 
institutions, and persons temporarily or perma- 
nently in hospitals, convalescent homes, etc. 


Sugar refiners, importers and distributors have 
been ordered by the War Production Board to de- 
liver sugar to canners only upon certification that 
they will begin using the sugar in their canning 
operations within 45 days of the date of delivery. 


* * * 


“According to information received here, small 
industrial users of sugar not directly limited by 
Order M-55 have been purchasing excessive 
quantities in anticipation of rationing. This ac- 
tion, if not stopped, will seriously enhance difficul- 
ties of getting rationing plan into operation. 
Under present Order M-55, receiver would be 
warranted in restricting buyers from him to 
quota of 1941 purchases in same manner as he 
himself is restricted. ‘Receiver who disables him- 
self from serving some customers by excessive 
sales to others violates clause (c) (38) of the 
order. Assistance of your association in calling 
this fact to attention of trade, and in any other 
possible way discouraging excess purchasing 
known to you, would greatly assist Government in 
present difficult period.” 


* * 


Every sugar-producing country in the world 
outside of the Axis powers and those dominated 
by the Axis are included in the survey. Sugar 
is produced in almost every country in the world, 
ranging all the way from Reunion in the Indian 
Ocean with a crop last year of 75,000 tons, to 
Brazil with an annual production of over 1,000,000 
tons—to mention the extreme among countries 
not generally known for their sugar-producing 
abilities. Cuba, of course, tops them all, with an 
annual production of 4,000,000 tons. 


“One purpose of the study,” said Mr. Bowman, 
“is to ascertain all the available supplies of sugar, 
to see what we can expect to do about supplying 
our Allies under Lend-Lease and also to deter- 
mine what economies may be made in shipping 
space in the movement of such sugar, and what 
should be done internally in the United States in 
connection with the current sugar situation. We 
want to find out how much exportable surplus of 
sugar exists in any country, if any; where it went 
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to normally, and whether it could be diverted to 
assist in the defense efforts of ourselves and our 
Allies. 


“It is the Government’s desire to eliminate, 
as much as possible, cross-hauls in the shipping 
lanes of the world, to conserve cargo space and to 
minimize transit time in shipping. In this way 
we can make more ships available for the move- 
ment of arms and munitions.” 

%* * co 


Goose and Duck Feathers 


WHEREAS, The fulfillment of requirements for 
the defense of the United States has created a 
shortage of goose and duck feathers for the com- 
bined needs of defense, private account, and ex- 
port, rendering it necessary that all goose and 
duck feathers be used in the manufacture of prod- 
ucts for the armed forces of the United States; 
and it is necessary in the public interest and to 
promote the National Defense to conserve the 
supply and direct the distribution of goose and 
duck feathers in the manner hereafter in, this 
Order provided: 


Now THEREFORE, it is hereby ordered that: 
1110. 1 GENERAL CONSERVATION ORDER 


a Applicability of Priorities Regulation No. 1. 
This Order and all transactions affected thereby 
are subject to the provisions or Priorities Regu- 
lation No. 1 (Part 944), as amended from time 
to time, except to the extent that any provision 
hereof may be inconsistent therewith, in which 
case the provisions of this Order shall govern. 


b Definitions. For the purposes of this Order, 

1 “Goose Feathers” means goose feathers 

and goose down, both domestic and im- 
ported, which have been plucked. 

2 “Duck Feathers” means duck feathers and 
duck down, both domestic and imported, 
which have been plucked. 

3 “Dealer” means any person who purchases, 
sorts, grades, and resells goose feathers or 
duck feathers. 


c Restrictions on Sales and Deliveries of Goose 
and Duck Feathers. No person. except Defense 
Supplies Corporation shall hereafter sell or de- 
liver any goose or duck feathers as such except 
to a Dealer, Defense Supplies Corporation, or a 
manufacturer for use by such manufacturer in 
filling Defense Orders having a preference rating 
of A-1-j or better. 


d Restrictions on Use of Goose and Duck 
Feathers. No person shall hereafter use any 
goose or duck feathers in the manufacture or pro- 
duction of any article except for the purposes of 
filling Defense Orders having a preference rating 
of A-1-j or better. 
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PD-IX 


Priority problems of distributors, wholesalers 
and jobbers will be simplified by the use of a new 
application form which has been designed for 
their special use. The new form, to be known as 
PD-IX, will be available soon after the first of 
April. 


Insofar as materials and supplies can be made 
available without interfering with the war effort, 
priority assistance will be given to distributors, 
wholesalers, etc., who apply on the new form so 
that they can keep sufficient stocks on hand to 
maintain essential productive and service indus- 
tries in operation. 


In recent months, distributors have been hesi- 
tant to make deliveries to retailers, restaurants, 
and other important users who cannot furnish 
priority rating certificates, because the distribu- 
tors were afraid that they would not be able to 
replace the material in their own inventories. Use 
of the new form will enable distributors to re- 
quest preference ratings for essential supplies 
without receiving or extending a rating on every 
individual order which they fill. 


Distributors, wholesalers and jobbers who pur- 
chase the following supplies from producers will 
be entitled to apply for preference ratings on 
Form PD-IX: 


Automotive Supplies 
Aviation Supplies 
Builders Supplies 
Construction Supplies 
Electrical Supplies 
Foundry Supplies 
Hardware Supplies 
Health Supplies 
Industrial Supplies 


Plumbing and Heating 
Supplies 
Railroad Supplies 
Refrigeration Supplies 
Restaurant Supplies 
Transmission Supplies 
Textile Mill Supplies 
Welding and Cutting 
Supplies 


* * & 


Coal and Coke 
It is hereby ordered, That: 


§ 1103.1. General Inventory Order M-97— 
Revocation of inventory restrictions as to coal and 
coke. Notwithstanding the provisions of any 
Regulation or Order heretofore issued by the Di- 
rector of Priorities of the Office of Production 
Management or by the Director of Industry Op- 
erations of the War Production Board, any per- 
son may make deliveries of anthracite or bitumi- 
nous coal or coke, and any person may accept de- 
liveries thereof, although the inventory of coal or 
coke in the hands of the person accepting such 
delivery is, or’ will by virtue of such acceptance 
become, in excess of a practicablé working mini- 


mum. 
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Tins Cans for Institutional Canning 


Deliveries of tin cans for home or institutional 
canning purposes are not barred by provisions of 
General Preference Order M-81, according to a 
statement issued by the WPB Containers Branch 
February 23, in answer to numerous questions on 
this point. 


Manufacturers are permitted to sell home-can- 
ning type cans to hardware stores and other dis- 
tributors buying for re-sale to home or institu- 
tional canners, the Branch said. 


Restrictions in the order on purchases by com- 
mercial canners are inapplicable to home canners, 
it was pointed out, since the order classifies “can- 
ners” as those packing for re-sale. 


* * * 


The War Production Board gave permission 
to tin can manufacturers to deliver until May 
31 cans for packing beer, coffee, and hams, which 
were completely manufactured on or before Feb- 
ruary 11, and at the same time froze in canner’s 
hands stocks of beer, coffee, and hams to be 
packed pursuant to this permission. 


Manufacturers are permitted also to assemble 
cans whose component parts were completely cut 
or lithographed by February 11, but when sold 
and packed with beer, coffee, or hams, these stocks 
must also be held subject to disposition by the 
Director of Industry Operations. 


Canners are permitted to pack such cans, and 
beer, coffee, or ham cans in their possession on 
February 11, until May 31. These are also sub- 
ject to disposition by the WPB. 


% * *% 


The War Production Board has modified those 
provisions of Conservation Order M-81 which re- 
strict sizes for primary- and secondary-products 
cans made of tin plate or terne plate. 


A telegraphic amendment of the order sent to 
the industry by J. S. Knowlson, Director of In- 
dustry Operations, permits manufacturers to de- 
liver this year cans of any size for primary and 
secondary products which were completely manu- 
factured, or whose parts were completely cut, on 
February 11. 


Canners are permited to buy and use such cans, 
and also cans of sizes other than those specified 
in the order which were in their possession on 
February 11. 


The WPB Containers Branch explained that 
both manufacturers and canners have on hand 
considerable can stocks of sizes other than those 
Specified by the order, as well as stocks of proc- 
essed tin plate which can only be devoted to the 
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manufacture of cans of the sizes for which the 


’ plate was originally designed. 


Use of these cans is expected to release con- 
siderable storage facilities. Use of tin plate will 
not be increased, since there is at present no 
quantity limitation upon primary-products cans, 
and the cans used for secondary-products pursu- 
ant to the telegraphic amendment will be charged 
to the canners’ quotas. 


Conservation Order M-81 defines primary prod- 
ucts cans as those used to pack fruits and vege- 
tables of primary importance. In the main, they 
represent products for which the Department of 
Agriculture has set production goals, or which 
would spoil if not canned when fresh. No limit is 
placed by the order on the number of such cans. 


* * * 


The War Production Board has modified Con- 
servation Order M-81 to permit the manufacture 
and sale of cans necessary for the packing of cer- 
tain “secondary product” vegetables which were 
planted before February 11, and for which a can- 
ner had contracted by that date. 


* * * 


Glass is being cast to fill one of the biggest jobs 
of the war this year as millions of jars, bottles, 
glasses and cups take over America’s civilian can- 
ning needs. 


The tin can that used to do the bulk of food 
preserving is or will soon be unavailable. Military 
demands and limited tin supplies have made the 
glass container need transparently clear. 


To facilitate the switch-over, officials of the 
War Production Board are working out a pro- 
gram for increased glass container production 
that will give the nation a larger preserving ca- 
pacity without using more material. 


There is no glass shortage now to hamper pro- 
ducers in their efforts to get the jars and bottles 
rolling as they have never been produced before. 
But there is a shortage of time and machines that 
necessitates the use of all possible means of in- 
creasing production in an industry already work- 
ing on a three-shift basis. 


One expected change is to larger containers. 
The glass saved in moulding large capacity ves- 
sels can be used to cast into additional recep- 
tacles. A half-gallon of milk, when delivered in 
half-pints, takes 64 ounces of glass to make the - 
containers. If the delivery is in pints, only 52 
ounces of glass are needed and if quart bottles 
only are used, the glass weighs only 3514 ounces. 
A single container for the half-gallon weighs ex- 
actly half as much as the half-pint bottles han- 
dling an equal volume. 


Health Supplies 


Manufacturers of specified health supplies op- 
erating under Preference Rating Order P-29 are 
now required only to sign an endorsement on their 
purchase orders in the application of the A-10 
rating assigned, and no longer need furnish their 
suppliers with copies of P-29. This simplification 
of procedure is made effective in Amendment No. 
2 to Preference Rating Order P-29, issued by the 
Division of Industry Operation. 


The statement which must be made on each 
purchase order covered by the rating is as fol- 
lows: 


“Preference Rating A-10 is applied hereto 
under Preference Rating Order No. P-29, Se- 
rial No(s). , with the terms of which 
Order the undersigned is familiar. This rat- 
ing may be extended only upon the terms 
of said Order, copies of which may be ob- 
tained from the undersigned or from any 
office of the War Production Board. 


Domestic Refrigerators 


The War Production Board February 23 or- 
dered the production of domestic mechanical re- 
frigerators to be discontinued after April 30, 


1942, so that the entire industry can be converted 
into the production of war materials. 


Freon Cylinders 


The Refrigeration and Air Conditioning Branch 
of the War Production Board today asked all 
stores, restaurants, factories, theaters, studios, 
laboratories and film exchanges to ship back all 
empty freon cylinders to their manufacturers so 
that they may be refilled and used again for air 
conditioning. Freon gas is used in commercial 
air conditioning. 


The cylinders are made out of pressed steel, a 
critical material, and unless empty cylinders now 
on hand are returned to the manufacturers by 
March 10, only two-thirds of the scheduled pro- 
duction of freon gas for March can be packaged. 
No new cylinders are obtainable and the manu- 
facturers of freon must depend on cylinders al- 
ready made to pack their entire supply. 


Chlorinated Solvents for Cleaning Metals 


Fabricators of metals were warned March 2 by 
the Chemicals Branch, War Production Board, to 
investigate every possible cleaning method other 
than chlorinated solvents applicable to their oper- 
ations. 


A shortage in chlorinated solvents already ex- 
ists, caused by the vast increase in metal fabri- 
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cating, the Branch said, and the situation will get 
worse, instead of better, as time goes on. 


Manufacturers with war contracts will be af- 
fected as well as others, and continued extension 
of the use of chlorinated solvents will not be pos- 
sible. 


At least 30 per cent of the cleaning operations 
in the metals industry now being done with chlor- 
inated solvents can be accomplished by the use of 
other materials, such as mineral spirits, non- 
chlorinated-solvent-water emulsions and alkalis. 


Metal Jackets, Fusible Plugs and Tri-Cocks 


Elimination of metal jackets, fusible plugs, and 
tri-cocks from low pressure heating boilers after 
June 1 was ordered by the War Production Board 
March 7 in Schedule III to Limitation Order L-42. 


The order, however, grants permission to pro- 
ducers to deliver any boilers in stock June 1, even 
if equipped with the jackets, plugs, and cocks, 
provided the boilers were completely finished by 
that date. 


In addition, the regulations require that pro- 
duction of the metal jackets be ended on March 16. 
No limitation is placed on the manufacture of 
fusible plugs and tri-cocks because they are used 
for purposes other than low pressure boilers. 


Producers of metal jackets are permitted to 
deliver jackets which were in stock in finished 
form on March 16, or processed so that the use 
of the metal for other purposes would be imprac- 
tical. 


Approximately 18,000 tons of steel are expected 
to be saved by elimination of the metal jackets, 
and 180,000 pounds of brass by elimination of 
the tri-cocks and fusible plugs. 


Repair of Plumbing and Heating Installations 


Issuance of an order designed to facilitate the 
maintenance and repair of existing plumbing and 
heating installations in farms, residences, and of- 
fice and apartment buildings was announced 
March 14, by the Director of Industry Operations. 


The order (P-84) assigns an A-10 preference 
rating, which may be applied by an installer or 
supplier, to materials needed for emergency 
plumbing and heating repairs. The rating may 
not be applied, however, to obtain copper already 
fabricated in sheets, wires, rods or tubes or to any 
scarce materials which can be eliminated by 
change of design or by substitution. 


W. Walter Timmis, Chief of the Plumbing and 
Heating Branch, said: 
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“The importance of maintaining existing 
plumbing and heating facilities is recognized in 
this order, but because the plumbing and heating 
industry is chiefly a metal consuming industry, 
every effort must be put forth to keep consump- 
tion of critical materials at the irreducible mini- 
mum. 


“In other words, this order is not a guarantee 
that existing plumbing and heating facilities will 
be maintained in exactly their present state. For 
instance, a heavy brass chrome plate shower mix- 
ing valve would not be replaced by one of the same 
type. In normal times it has often been found 
that it is cheaper to replace than to repair. 


“Replacement now can be made only if there is 
no possibility of repair. In cases where replace- 
ment is essential it will be found that the items 
now being produced are severely limited in num- 
ber of types and styles, that the weight has been 
reduced, and that in many cases, less critical ma- 
terials are being used in place of the customary 
materials. 


“The intent of this order is not only to insure 
maintenance and repair, but also to insure that 
the products made available for that purpose are 
used only for essential maintenance and repair.” 


Fuel Oil in Coastal Areas 


In a move to conserve stocks of fuel oil in 
coastal areas, installation of new fuel-oil burning 
equipment in 17 Eastern States, the District of 
Columbia, Oregon and Washington is discouraged 
by Limitation Order L-56, issued March 14 by the 
Director of Industry Operations and effective im- 
mediately. 


The order forbids delivery of fuel oil for use in 
any new equipment unless installation is com- 
pleted within 30 days, or in any converted facil- 
ities unless the conversion is completed within 10 
days. An exception is made in the case of new 
construction if foundations are completed within 
30 days and if fuel-oil burning equipment is speci- 
fied in the construction contract. Otherwise, no 
exceptions are made unless expressly authorized 
by the Director of Industry Operations. 


Consumers now using fuel oil are also forbidden 
to accept additional supplies unless they are mak- 
ing full use of standby facilities using fuels or 
power other than electricity or natural gas. Sup- 
pliers are not allowed to make deliveries of fuel 
oil to such consumers unless the standby facilities 
are being used to the fullest possible extent. 


The order also provides that the Director of 
Industry Operations may examine fuel-oil burn- 
ing facilities already installed, and suggest con- 
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version for use of a less scarce fuel. After no- 
tice sufficient to permit such conversion, the Di- 
rector of Industry Operations may forbid further 
deliveries of fuel oil to the consumer who fails to 
convert. 

Floor Coverings 


The Textile, Clothing and Leather Goods 
Branch of the War Production Board March 11 
warned dealers in floor coverings, including whole- 
salers and retailers, that their stocks may be 
requisitioned by the Government if they lay in 
excessive inventories. 


Because of the shortage of wool and jute, cork 
and other critical materials used in the manufac- 
ture of rugs, carpets and linoleum, the manu- 
facture of these products will have to be curtailed. 


Radios and Phonographs 


The War Production Board March 7 ordered 
the manufacture of radios and phonographs for 
civilian use to be discontinued after April 22, 1942. 


Rubber Heels 


Reclaimed rubber is still available for the man- 
ufacture of rubber heels. 


A recently published report to the effect that 
the WPB had banned production of rubber heels 
has caused a run on dealers’ and suppliers’ stocks. 


The only ban in effect is on the use of crude rub- 
ber for the manufacture of rubber heels. Re- 
claimed rubber has been used in heels for some 
time. 

Sound Projectors 


Owners of 1939, 1940, and 1941 model sound 
projectors for the showing of 16 millimeter mo- 
tion picture films are being asked by the War 
Production Board to offer them for sale to the 
Government. 


These machines are essential for the rapid 
teaching of the Armed Forces and defense work- 
ers. Due to the present aluminum shortage, pro- 
duction of new projectors, which requires the use 
of an aluminum casting, is being curtailed. 


Typewriters 


All deliveries of new and used typewriters will 
be stopped at midnight March 6 by a Limitation 
Order (L-54) issued by the Director of Industry 
Operations. 


After midnight no new typewriter may be de- 
livered to any consignee without express permis- 
sion of the Director of Industry Operations un- 
less the typewriter is actually in transit at the 
time the order takes effect. Typewriters may be 
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delivered from one dealer or distributor to an- 
other, but not from a manufacturer to a dealer or 
distributor. 


Used typewriters are subjct to substantially 
the same restrictions except that they may be 
delivered for repair or returned after they have 
been repaired, and leased typewriters may be re- 
turned to the lessor. 


Orders for the rationing of typewriters are in 
preparation which will be announced shortly. 


General Limitation Order L-54—Temporarily, 
Restricting Delivery of New and Used 
Typewriters 


WHEREAS, The conduct of this war requires a 
heavy increase in the production of war mate- 
rial, it is necessary to convert existing facilities 
to secure increased production thereof; and the 
production of typewriters is to be curtailed; and 


WHEREAS, The requirements of war have cre- 
ated a shortage for defense, private account and 
export of metals and other materials used by 
typewriter manufacturers; and 


WHEREAS, It is necessary to take the measures 
hereinafter set forth in the public interest, to 
promote the defense of the United States, to se- 
cure increased production of war material, and to 
insure an adequate supply of typewriters for war 
and essential civilian requirements: 


Now, THEREFORE, It is Hereby Ordered That: 
1112.1 ~ General Limitation Order 


a Prohibition of Deliveries of New and Used 
Typewriters. On and after the date of issue of 
this order, regardless of the terms of any con- 
tract of sale or purchase or other commitment, 
or of any preference rating certificate, no person 
shall physically deliver to any other person any 
new or used typewriter except as follows: 


1 Unless expressly authorized by the Director 
of Industry Operations, a new typewriter 
may be physically delivered, only as follows: 

To any consignee, if actually in transit 
at the time this order takes effect; 

To any Manufacturer of typewriters lo- 
cated in the United States; or 

To any dealer or distributor by any 
other dealer or distributor. 


2 Any used typewriter may be physically de- 
livered to any person who presents such cer- 
tificates and complies with such conditions 
as may be prescribed by the Office of Price 
Administratoin. 


Pending the issuance of rules and regula- 
tions by the office of Price Administration, 
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rationing the sale, transfer, or other dispo- 
sition of used typewriters, physical deliy- 
eries of used typewriters may be made as 
follows: 


To any of the persons in categories 
above; 

To any person for repair, and to return 
a repaired typewriter to the owner; 

To return a leased typewriter to the 
lessor, or to extend for a period expiring 
not later than April 1, 1942, any lease in 
effect at time this order takes effect; 

To any person who in good faith has lent 
money on the security of a typewriter, or 
has financed the sale of a typewriter and 
who repossesses or otherwise acquires the 
same in conformity with the terms of an 
agreement of loan or sale; 

By any user who possesses only one type- 
writer, to any person. 


L-54B 


Under order L-54B, effective March 15, pur- 
chases, sales and rentals of various types of new 
office machinery were ordered halted by the War 
Production Board March 14, except to persons 
possessing a preference rating of A-9 or higher 
issued on a PD-1A or PD-3A certificate. 


Thirteen classes of machinery are covered by 
the distribution restrictions: 


1 Accounting and bookkeeping machines 

2 Adding machines 

3 Addressing machines (including, but not 
limited to, embossing machinery for plates) 

4 Billing and continuous forms handling type- 
writers 

5 Billing and other forms writing machines 
(except autographic registers and mani- 
folders) 

6 Calculating and computing machines 

7 Dictating machines (including, but not lim- 
ited to, transcribing and shaving machines) 

8 Duplicating machines (including, but not 
limited to, ink ribbon, gelatin, off-set, spirit, 
stencil, reproducing typewriter principle, 
and photographic types; but not including 
photostating machines) 

9 Interoffice communication systems and ma- 
chines 

10 Punched card tabulating and accounting 
machines 

11 Shorthand writing machines 

12 Time clock stamps and time recording ma- 
chines . 

13 Wide carriage (18-inch or wider) typewrit- 
ers with special inbuilt features designed 
for statistical or accounting work. 
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quently, an annual report from a neighbor- 

hood hospital, I gave it the usual cursory ex- 
amination and then, as was customary, placed it 
on a shelf to collect dust. A few minutes later, 
I began to review mentally what I had seen and 
read. I noted that there had been one or two 
pictures, these being of staff members who had 
passed away. I had looked up the statistical re- 
port to find how the daily average of patients had 
compared with that of the preceding year; I 
wanted to know the hospital’s bed capacity, but 
this information was either absent or could not 
be found. I checked the per capita cost and how 
it compared with the preceding year. I glanced 
at the superintendent’s report to find if the hos- 
pital had done anything out of the ordinary. I 
was rather disgusted with the fact that I had a 
terrible time finding the material for which I was 
looking. It was packed in among a great amount 
of other material, which was not of the slightest 
interest. One had to wade through such lists as 
nativity of patients; diseases and conditions; the 
names of all the ladies and gentlemen with their 
addresses, by the way, who had been board mem- 
bers since the hospital was founded—and this 
institution was close to one hundred years old. 
I judge that some of these addresses were incor- 
rect inasmuch as the majority had been dead over 
half a century. 


Bie in 1932, on receiving, as we all do fre- 


Surveying Our Own Report 


After filing this report for future reference, 
which future reference it would probably receive 
when the cupboard in my office was next house- 
cleaned, I began to wonder if our report did not 
receive the same treatment. I next looked over 
several of our own previous publications and it 
took me but a few moments to conclude that our 
annual report in the other superintendent’s hands 
received probably the same treatment that his did 
in mine. I came to the conclusion that we were 
missing a good bet, for it seemed as though the 
annual report could be used and probably have its 
most valuable function as a part of a public rela- 
tions program. 


,Presented before the New England Hospital Association, 
Boston, 1942. 
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The Hospital Report 


FRASER D. MOONEY, M.D., C.M. 


The Author 


@ Dr. Fraser D. Mooney is Superintendent 
of Buffalo General Hospital, Buffalo, New 
York. 





The following fiscal year, which is, by the way, 
the calendar year, I asked several of the younger 
members of our office staff to meet with me for 
an evening. We selected fifteen annual reports 
from various hospitals throughout the country 
and we tore them apart page by page. We threw 
away all the pages which we thought were un- 
necessary or uninteresting, and we kept all those 
which we thought conveyed some interest which 
should be published, or would make an impression 
on the reader. 


The Cover 


We noticed first that our own report, which was 
the seventy-fourth, had nothing on the cover to 
tell what year it represented and unless some one 
knew the date of the founding of the hospital and 
added seventy-four to that figure they would not 
know whether it was this year’s report or that 
of ten years ago. Turning the cover page, we 
found the date, but it was in Roman numerals. 
Why make things difficult? “MCMXXXII” might 
not mean much to some people. The next page 
contained a very nice picture of our hospital as 
we expected it to appear after a building program 
which was then being consummated. Well, 
around 1932 many of us had grandiose ideas. We 
were going to build a two million dollar addition 
—in fact, we had the professional fund-raising 
organization ensconced in our Board Room draw- 
ing pretty pictures of children on crutches to be 
used in our appeal for funds.—Did you ever no- 
tice that when a hospital has a drive, though it 
may be one which has no pediatrics department 
and accepts no children for treatment, it still uses 
the poor kids to loosen the purse strings? Well, 
the depresssion came before we ever got a chance 
to ask for the money. 


While we have gone through two building pro- 
grams since then the hospital addition as pictured 
was never built. The part that I thought funny 
was that under the picture appeared in bold type 
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“THE BUFFALO GENERAL HOSPITAL,” while un- 
derneath, in print so fine as to be almost micro- 
scopic, one read “as it will appear on the comple- 
tion of the proposed building program.” If a per- 
son cannot believe the first thing they read and 
see on opening a report, what will you expect him 
to think of the remainder? Let us start by telling 
the truth. ; 


Lists of Officers and Personnel 


Page 1 of the report gave a list of the trustees 
in office. These were not in alphabetical order, 
with the result that if you wanted to find if a Mr. 
Jones, Smith or Brown was a member of that par- 
ticular Board it was necessary to read through 
the entire list. Page 2 listed the standing com- 
mittees of the Board of Trustees, and on page 3 
was a list of the members of the staff with their 
titles. Here again there was no alphabetical order, 
even within the different titles, and the names, 
rather than being arranged in common, easy to 
read newspaper fashion, were spread over the 
page in such a way as to simply please the esthetic 
sense of the printer. We next came to a list of 
the resident staff—the same complaint was jus- 
tified. One of the other hospitals had listed their 
resident staff along with the medical school from 
which each graduated, and we have been follow- 
ing that practice ever since, because when a sen- 
ior medical student is seeking an internship in 
looking over the hospitals’ annual reports in his 
medical school library it is quite possible that he 
may see the name of some member of his alumni 
who may give him information regarding the hos- 
pital, and thus enable the young man to judge 
whether the hospital was a safe place in which to 
continue his medical training. Following , this 
came the house officers—we had left out the en- 
gineer; we had left out the pharmacist; we had 
neglected to include the matron—that was mighty 
poor personnel relations on our part. 


Written Reports 


The first written report was that of the Presi- 
dent of the Board of Trustees. He happened to 
be one of those presidents who dropped in now 
and again and took a stroll around with the su- 
perintendent. The result was that he knew 
enough about the hospital to write a good report. 
The following three pages contained the superin- 
tendent’s report—it was mine—it was too long, 
and it was terrible. After this came the statis- 
tical report, which we all thought was quite ade- 
quate and not overdone. It showed the number 
of patients admitted during the year, divided into 
age groups and sex—how many were pay pa- 
tients, how many were free, and how many were 
charges of the city and county. It showed the 
number of days relief given during the year, the 
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total operations performed, the daily average of 
patients, with comparative figures for the previ- 
ous year. There was, however, no indication of 
the fact that our free work had cost anything— 
that was a nice piece of public relations which 
was missed, because our free work amounted to 
from $100,000 to $150,000 a year. The following 
page really took the prize. It was headed “Na- 
tivity of Patients.” It showed that 7235 of our 
patients were born in the United States, 383 in 
Canada, 144 in Poland, 1 in China, 1 in Japan, 1 
in Brazil, and so on. We decided this page could 
be eliminated. Next came our balance sheet, com- 
parative statement of income and expenses, sum- 
mary of endowment and special funds, and all 
these reports were in so much detail that it really 
would have required an auditor to understand 
them. 


List of Guarantors 


Following the certificate of audit came the list 
of guarantors. The guarantors are people who 
pledge to pay up to $25 per guarantee share to 
help take care of our annual deficit. Of course, if 
the hospital has a profit, which has occurred once 
or twice, the guarantor does not share it. Each 
guarantor has from 1 to 20 shares. If the total 
number of shares pledged amounted to $10,000 
and our deficit amounted to $10,000 or more, each 
guarantor would be called on for the full amount 
of the pledge. If the deficit was $5000, each would 
be called on for $12.50 per share. 


We had found that the number of people willing 
to become guarantors did not increase as rapidly 
as we would have wished and on examining this re- 
port one of our group suggested a possible reason. 
He called to our attention that the listing showed 
the number of shares pledged by each person, and 
suggested leaving this out—list the person’s name 
only, because he said, Mrs. Jones could afford 
twenty shares, Mrs. Brown belonged to the same 
bridge club and drank tea with the same group 
but was not nearly as well endowed with this 
world’s goods and could only afford one share. 
Hence rather than have her name appear for this 
number along with Mrs. Jones, she would not 
pledge at all. We stopped printing the number 
of shares; those with the large number did not 
reduce their pledge but many others, including 
members of our staff and former patients, became 
guarantors, and in so doing became what we con- 
sider even more important, undeniably identified 
as being a supporter of the Buffalo General Hos- 
pital. 


List of Donors to Endowment Fund 


The following few pages were taken up with 
the names of those who had given to our endow- 
ment fund—those who had endowed private, sem!- 
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private and ward beds. All of this, of course, was 
information requiring space in the report. Then 
we had a list of former members of the Board of 
Trustees dating from 1855, and this same list with 
additions that occurred had been in every report 
since 1855. 


Department Reports 


Next came the reports of the School of Nurs- 
ing, Director of Laboratories, Director of X-ray 
Department, Director of Social Service, Report of 
Ambulance Service, Junior Board, Out-Patient De- 
partment, etc. All of these were quite good, ex- 
cept most of them were too long. 


Donations 


Following came a list of donations—flowers, 
magazines, books and miscellaneus, with the 
names and addresses of the donors. Any one who 
sent in a basket of fruit, or flowers from the fu- 
neral of some departed, which, by the way, were 
immediately consigned to the furnace, had his or 
her name appear. Previous to instituting our 
practice of destroying funeral flowers rather than 
put them on our wards, I had personally, at va- 
rious times when making my rounds, noted that 
typical penetrating, rose water odor which is 
found at funerals, and found it came from flowers 
just arrived. On two different occasions I found 
cards bearing such messages as “In loving mem- 
ory,” and once some one inadvertently allowed a 
wreath which consisted of the “Gates Ajar” to be 
placed in the ward. 


Classification of Cases 


Lastly, we had a classification of cases showing 
the various types of diseases and conditions which 
were admitted to the hospital during the year. 
If I remember correctly it started with abnor- 
malities and malformations congenital, under 
which was the heading Principal Diseases. The 
first listing was congenital cyst, branchial, 1; con- 
genital cleft palate and harelip, 16, and so on. 
The next heading was Diseases of Allergy. Under 
this came: angioneurotic edema, 1; asthma bron- 
chial, 21; hay fever, 1; migraine, 2, and on and 
on, as I said, for 17 pages, and of no particular 
interest to any one. It cost a lot of money for 
printing, a great deal of time and effort on the 
part of the record room librarian, and was less 
than useless. That concluded the report, and was 
a typical example of the Buffalo General Hospital 
annual report up to that time. Its only picture, 
outside of the fictitious one of our proposed build- 
ing, was that of the one person who had died— 
an internationally known medical man but prob- 
ably recognized by few who were not actively en- 
gaged in hospital or medical work. 
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Now, as I stated in the beginning, we have been 
trying to make our annual report a part of our 
public relations program. In order to do this we 
had to give the public something they would read, 
or at least look through. We gathered from the 
various publications, which we had torn apart, the 
pages which we considered were worth working 
with and from these commenced to build a report. 


Suggestions Made for New Report 


1 Tailor your report to suit your hospital; 
show individuality; use good quality paper. 


2 Give information, preferably at the begin- 
ning of your report, showing the size of your 
hospital. 


3 Have the report ethical, dignified, and ac- 
ceptable to members of the board of trustees, staff 
and lay public. 


4 Have an interesting, outstanding picture 
on the front cover about Buffalo, or a picture that 
had to do particularly with nursing or medicine. 
It should also plainly show the year of the report. 


5 Have the report a different shape and size 
than standard hospital reports. It should not 
stack. The reasoning behind this was that if it 
was “different” it would stick out like a “sore 
thumb” and be at least looked at by those whose 
interest in such publications was not very acute. 


6 Emphasize the humane side of the hospital 
as far as possible. 


7 Eliminate all unnecessary information, such 
as nativity of patients, and diseases and condi- 
tions. 


8 Each year list former trustees, or former 
interns, or the names of all the alumni of the 
nursing school—not all three. 


9 Arrange all lists of names in alphabetical 
order and in newspaper fashion. 


10 Give space to a list of needs in the hospi- 
tal—such list to be prominently displayed. 


11 Caption pictures in an interesting manner, 
telling about the picture rather than explaining 
unnecessarily the obvious. For example, what is 
the use of showing the picture of an operating 
room that nine people out of ten would recognize 
as such and captioning it “one of our operating 
rooms.” Why not say “in our ten operating 
rooms operations were performed last year,” or 
“the surgeries are air conditioned, glass walled, 
and windowless.” If it is a picture of the out- 
patient department do not say “The Out-Patient 
Department,” say, “So many thousand out-patient 
visits were taken care of last year at a cost of 
so much money.” If it is a picture of the library, 
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why not say “This is not a room where old books 
are laid to rest but a medical library where only 
modern volumes are allowed.” 


12 List guarantors with no mention of the 
number of shares pledged. 


Theme of the Report 


There should always be a “scenario” for the 
report. The complete group of pictures should 
tell a story and continuity should be observed 
as carefully as in a written story, or in a motion 
picture. 


Let it be a report showing photographically the 
different departments of the hospital and their 
particular function, emphasizing the interdepend-- 
ence of each department with the others. 


Let it be an educational report showing again, 
chiefly by means of pictures, the various educa- 
tional activities of the attending staff, house staff, 
graduate nurses, student nurses and particularly 
interesting research work. 


Let it be a report which shows in pictures those 
parts of the hospital which the average lay per- 
son would not think of as associated with such an 
institution. For example, the boiler room, show- 
ing how much coal was used, how much steam 
produced and the cost per pound, and how the 
steam was used in all departments for the care 
of the patients; running the laundry; cooking 
the food; sterilizing the instruments and other 
uses besides heating the building. Show why it 
takes 114 to 114 people on the payroll to care 
for one patient in bed, and why the average hos- 
pital has less than thirty per cent of its entire 
space used for the housing of patients. 


These ideas may be developed in many different 
ways. Some of you may have seen our 1940 re- 
port. We decided that we would attempt to show 
a child, supposedly injured, being brought to the 
hospital and have the reader of the report follow 
the child through his care and convalescence, and 
in this way point out various departments of the 
hospital. We first procured a competent pho- 
tographer, one who, by the way, did not have to 
take half a dozen pictures to get a good one. On 
this photographer’s advice we next employed two 
professional models for the leads in our picture 
story, and taking the parts of a mother and child. 


The first picture showed the child in his bed at 
home with an obviously worried mother, in neg- 
ligee, hence placing the time as late at night, 
bending over him. The second picture showed a 
physician at his home in the act of answering 
the telephone. The third picture showed the 
mother and doctor at the bedside of the «hild, the 
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child telling the doctor about an accident which 
had occurred early the same day. The fourth 
picture showed the child lying in a snowbank, 
obviously in pain, while up against a tree which 
he had apparently crashed into, is a broken sled. 
This picture being so captioned as to immedi- 
ately inform the reader that the child was telling 
the doctor about the accident. From then on it 
pictures him being taken to the hospital by am- 
bulance, he is admitted, x-rayed, his father gives 
blood for the blood bank, to replace what was 
given the boy, who needed a transfusion; the typ- 
ing of the blood, and the operating room. 


The reader is taken with Jimmy through his en- 
tire hospitalization, including convalescence. It 
shows him being entertained by a “play lady”; he 
pays a visit to the soda fountain, which is run by 
our Junior Board; he attends a concert in the so- 
larium; and later is being checked by the out-pa- 
tient department before he goes home so they will 
know him on his return visit, and the report ends 
up with a picture of a conference attended by all 
the house staff, talking over the care of Jimmy, 
the boy with the ruptured kidney. 


The Dummy 


After all reports are read before and approved 
by the Board of Trustees, we will all, I believe, 
realize that a particularly exasperating piece of 
work yet remains. I refer to the preparation of 
the dummy report. We always arrange the writ- 
ten material and photographs in the order in 
which we wish them to appear and then employ 
a printer for the separate job of preparing the 
dummy—which I believe he can do much better 
than the average hospital superintendent. This 
is an entirely separate job from the actual print- 
ing and binding, and we have it done on a cost 
plus basis. It generally costs about $25. He also 
specifies the quality and brand of paper, the type, 
etc. Then we give this prepared dummy to dif- 
ferent printers for bidding. 


Circulation 


To whom should you send your report? That 
depends, I believe, entirely on the hospital. We 
send ours to all members of our Board of Trus- 
tees, staff members, many medical schools, local 
clubs, churches, libraries, local high schools, and 
a great many hospitals throughout the country. 
We also keep one in each private room, hoping the 
patient takes it home with him. I am of the 
opinion it would be wise to send one to every pri- 
vate room patient who had been in your hospital 
during the previous year. Reports to people who 
live in Buffalo are sent by. Western Union mes- 
senger and receipt asked for, and the cost is al- 
most the same as postage. 
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thing in a hospital—the speedy recovery 

of the patient from his illness. Healthy 
people are vitally interested in many of the func- 
tions of the hospital, such as the social service 
department, the scientific research, the labora- 
tories, the preparation and serving of food, the 
cost of the institution, etc. But when these peo- 
ple enter the hospital as patients, their entire 
interest centers on just one thing—their own sick- 
ness and its treatment. They realize that labora- 
tories, kitchens, physiotherapists, technicians and 
research men in the hospital, but their chief con- 
cern is now the doctor and his treatment, because 
they expect through him to get well. 


A PATIENT and his family want just one 


Fundamentally this is the prime concern of the 
hospital, and in the complicated routine of large 
institutions great care must be taken to emphasize 
that the central reason for all the heterogeneous 
activities of the institution is to get the sick man 
well. 

The Patient and the Doctor 


Although we do not even remotely intend to 
discount the value to the sick man of the various 
hospital departments, we must admit that in the 
final analysis it is the doctor who examines, diag- 
noses, and treats the patient, who must be held 
responsible for his recovery or death. Since this 
is true, it becomes of the greatest importance 
that hospitals shall have some method to measure 
the degree of efficiency of their doctors. A hos- 
pital should know whether its doctors are obtain- 
ing the same, better, or worse results in treating 
sick people than other institutions. Obviously, 
if the results are not adequate something must 
be done abcut it. But nothing can be done until 
the institution knows what its doctors are doing. 


What methods can be used by the hospital to 
measure the efficiency of its doctors in treating 
sick people? How can the quality of the medical 
and surgical. work be improved when studies show 
the necessity for change? 


In attempting to answer these questions I in- 
tend only to discuss the management of the surg- 
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ical departments of our hospital since this is my 
chief interest. Similar methods can, of course, 
be applied to the other medical services. 


Acquiring Knowledge of Our Surgical Work 


We have found that the easiest way to acquire 
accurate knowledge of our surgical work is 
through the monthly staff meeting of the surgical 
department. To this: meeting must come the en- 
tire surgical staff, the pathologists and the surg- 
ical residents and house officers. No outside vis- 
itors are invited because this meeting is kept a 
strictly private family affair where relatively per- 
sonal matters can be freely discussed. The chief 
of the surgical service should preside at this 
meeting, and his tolerance and willingness to ad- 
mit his own frailities as well as to discuss those 
of the men under him, will determine the success 
or failure of this staff meeting. Doctors will not 
come to a meeting in which their work is criti- 
cized by an intolerant superior man who has for- 
gotten his own past errors. They welcome, how- 
ever, a chance to review in a friendly group their 
bad results and to listen to a discussion by their 
colleagues of alternative methods of treatment 
that could be tried in future similar cases. 


At this monthly staff meeting the fatalities— 
both on the private and ward services—for the 
previous month are briefly related. The surgeon 
in charge of the cases reviews his treatment and 
then the pathologist reports the autopsy findings. 
Following this comes a full and free discussion 
not only of this case, but of the disease involved, 
between the chief surgeon and the general staff. 
All of the staff learns in this way newer methods 
or alternate methods of treatment, and no one 
has his feelings hurt. 


After the fatalities have been reviewed the resi- 
dent surgeon reports the complications that oc- 
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curred in the surgical cases for the preceding 
month. Here appear such things as wound rupture, 
sepsis, infarcts, emboli, hemorrhage, etc. Again, 
certain of these complications are freely discussed 
as seems desirable at the time and methods for 
their prevention are related. 


Report at Monthly Meetings Made by a Staff 
Member on Results on Some One Disease 


Probably the most important detail of these 
monthly staff meetings, however, is the report 
by some member of the staff on the results ob- 
tained during the previous year in some one Gis- 
ease. Each member of the surgical staff is as- 
signed one subject which he must follow and be 
prepared to report upon at least once each year. 
One man is given appendicitis, another gallstones, 
others have hernia operations, stomach surgery, 
colon surgery, pelvic surgery, etc. With the aid 
of the surgical departments’ secretary the figures 
for each of these problems are quite readily 
available. 


At each staff meeting, then, we plan to have 
a resumé of the previous year’s work with some 
particular disease reported. The number of cases 
is given. The mortality and the major com- 
plications for the series are reported. These re- 
sults are compared with figures from previous 
years. With this system the staff suddenly finds 
itself either rather proud of its ability to handle 
appendicitis or rather shocked at its results. In 
other words, we all know what we have been doing. 
Surgeons, above all people, should be constantly 
cognizant of the results of their work. It is a 
very human characteristic to remember with pride 
your successes in this world and to forget with 
ease your failures. 


To show how well this system has worked in 
our hospital, I could cite the changes in mortality 
figures which have occurred in any one of several 
common surgical conditions. For example, let us 
look at the results in gallstone surgery in our 
institution. 


Gallbladder surgery carried a mortality of from 
7 per cent to 10 per cent in the Massachusetts 
Memorial Hospital in the twelve years preceding 
1936. As soon as this fact was brought to the 
attention of the surgical staff much discussion 


followed as to the causes of this mortality and the 


measures to be used for its reduction. Everyone 
was conscious that better work and greater care 
in managing biliary tract surgery were necessary. 


Every case requiring surgery for gallstones was 
discussed by several of the staff before operation. 
Special measures were adopted for preparing these 
cases for surgery and for caring for them after 





50 





operation. One man was given the responsibility 
of following these cases and reporting their com- 
plications and failures, although the general staff 
continued as before to do the gallbladder surgery. 


With this increased interest of the staff in 
gallbladder surgery, the mortality has come down 
in the last few years from 8 per cent to 5 per cent 
to 2 per cent, and last year no per cent. This 
improvement was produced by the combined ef- 
forts of the surgical staff, which were stimulated 
by the constant discussion of the subject and by 
the precise knowledge of the results that were 
being obtained. 


A similar story could be related in regard to the 
surgical treatment of hernia, appendicitis, intes- 
tinal obstruction, goiters, etc., for each of which 
some one man has been assigned to follow and 
report on the work from time to time. 


The Follow-up Clinic 


The second method that we have for learning 
the type of surgery that our staff is doing is the 
follow-up clinic. It is, as everyone knows, not 
only important that each patient recover from his 
operation, but also necessary that he be cured of 
the disease for which he came for treatment. This 
end result in a surgical patient can only be learned 
by seeing the patient weeks, months, and years 
after his surgery is completed. 


Our follow-up clinic is held once a month on a 
Sunday morning. We find this time convenient 
for patients who work and for the majority of 
the staff. Here we see whether the surgical tech- 
nique that we are using is producing the desired 
results. Here we learn whether one man or an- 
other on our staff has too many complications 
appearing in the cases he has done. 


The results in the cases returning to this fol- 
low-up clinic are reported at our monthly staff 
meeting. If hernias are recurring too often after 
operation, or other faults are appearing, they are 
freely aired before the staff and carefully dis- 
cussed. Every good surgeon has the deepest in- 
terest in the follow-up of his cases, not only as 
a stimulus because of work well done, but also as 
a lesson in other cases. From this data gained 
in the follow-up clinic, the surgeon-in-chief has a 
further and most accurate measure of the ability 
of each man on his staff. 


If it becomes apparent from these studies that 
certain men on the staff have too high a mortality 
in the treatment of certain diseases or bad end 
results, one of several courses may be followed. 
The surgeon-in-chief may help the staff member 
in some of the operations and teach him a differ- 
ent technique. This method is valuable when the 
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younger surgeon is a man who will presumably 
develop with time and training. Another course is 
to limit the men who may do the cases under dis- 
cussion until it is apparent that increasing famil- 
iarity and skill are producing better results. When 
this point is reached other surgeons are trained 
to do these cases. A final course is the decision 
that on the basis of work performed and results 
obtained a staff member should no longer be re- 
tained by the hospital. The latter measure may 
be difficult and embarrassing, but those factors 
are not comparable in importance with the quest- 
tion of surgical ability judged on results obtained. 


Confidence in Purpose and Judgment of the 
Surgeon-in-Chief Is Essential 


It is, of course, completely essential that the 
trustees and superintendent of the hospital shall 
have complete confidence in the honesty of pur- 
pose and in the judgment of the surgeon-in-chief 
and be willing and anxious to back up his recom- 
mendations. Friendships, personalities, family 
ties and jealousies must be entirely replaced, in 
every case being considered for dismissal from 
the staff, by objective measurements of the sur- 
geon’s ability. If the surgeon-in-chief is not the 
type of man to do this honestly, then he is not 
the man for the job. If the surgeon-in-chief is 





convinced from these measurements that a staff 
member is not competent, he must have the back- 
ing of the trustees or he is of no value to the in- 
stitution and the entire system fails. 


As a result of these repeated analyses of the 
work by the surgical staff, the surgeon-in-chief 
can, and should give to the superintendent and 
trustees of the hospital an annual statement of 
the surgical department’s work. This statement 
should show clearly whether the hospital’s results 
in any special disease are better or worse than 
they were in the past. This report is the yard- 
stick by which the trustees and the public can 
know what the surgical staff is doing. 


The trustees and superintendent will find such 
reports of interest and of great value. The most 
important and far-reaching effect of such studies, 
however, is upon the staff itself. Knowledge of 
poor work in the past stimulates us all to im- 
prove it. Pride in good results makes us all en- 
thusiastic and ready to work even harder in order 
that the future results will be even better. A 
yardstick measuring the work of a hospital staff 
on the basis of results they obtained benefits not 
only the institution as a whole, but each doctor 
as an individual and can be readily applied wher- 
ever sick people are treated. 





Nursing in War 


The demand for nurses in the military services 
has invaded hospital staffs to such an extent that 
now both the military service and the hospitals 
are finding themselves seriously shorthanded. 
Some hospitals are finding a measure of relief 
by the revision of procedures, but it is not prob- 
able that this will much more than offset the 
added amount of work due to the delegation to 
nurses of duties formerly performed by interns 
and doctors. 


The reinforcement of the nursing group by re- 
turning to duty those nurses who have been in- 
active does not promise any great amount. of re- 
lief. The demand for women in war industry is 
quite likely to prevent any appreciable relief by 
an increase in the number of subsidiary workers. 
The plan for the use of larger numbers of short 
hour voluntary workers likewise promises little if 
we are to judge by the number who have volun- 
teered for training. 


Nursing administrators who have studied the 
question have observed that it is the institutional 
nurses rather than the private duty nurses who 
have gone into the military service and that there 
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is a large pool of these private duty nurses still 
available, a large number of them recent gradu- 
ates and physically qualified for military service. 
It would appear that these young graduates, after 
three years of regimental life and little or no in- 
come, cannot resist the lure of complete freedom 
and temporary prosperity of private duty. 


The military services require not only gradu- 
ation from an approved school and licensure but 
that the applicants be unmarried, not over forty- 
five years old, and physically fit. 


In view of the fact that a very large proportion 
of private duty is either “luxury” or mere con- 
venience nursing, some nursing administrators 
have proposed that the number of patients per- 
mitted to have private duty specials be very much 
curtailed, either by limiting it to a definite per- 
centage of the total number of patients or by per- 
mitting it only on definite permission of the 
hospital authorities. It is further proposed that 
the hospitals limit their registries to those nurses 
disqualified for military service either by age, 
marital state, or physical fitness. 











Pay Cafeteria for Personnel 


LUTE TROUTT 


bowl of red lentil soup, food, that most nec- 

essary of all the essentials of life, had been 
bought and sold. Numerous things at some time 
or another have been termed the coin of the realm 
and these have ranged from a young, beautiful, 
and desirable wife to tablets of salt. To bring this 
bought and sold problem to the hospitals in this 
streamlined era, some have adopted the plan of 
using money for the medium of exchange with 
employees. 


F vo» before Esau sold his birthright for a 


Reasons for Installation of Such a System 


This all-cash wage replaces the part-cash part- 
maintenance method of compensating for services 
rendered. The system was adopted at the Indiana 
University Medical Center about fifteen months 
ago, because it was felt that it: 


a Gave to the employees one hundred per 
cent control of their salaries 

b Removed the long established custom of 
group distinction 

ec Increased the availability of dining room 
space because of no table reservations 

d Had the tendency to break down isolation 
of various groups and to bring about a 
more sympathetic understanding of the 
problems of the other person 


Similar to all institutions in which planned 
menus are served, we received the usual number 
of complaints, but our change to the pay cafe- 
teria has practically eliminated these. 


It was recognized by the administration that 
the change could not be made without some addi- 
tional cost; however, it was felt the additional 
cost would be well justified by the increased sat- 
isfaction of the personnel. 


Determination of Operation 


Due to our physical plant it was found neces- 
sary to operate three cafeterias. Two of these 
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cafeterias are open to the graduate nurses, stu- 
dent nurses, dietitians, student dietitians, medical 
students, dental students, technicians, therapists, 
other hospital personnel, relatives of patients and 
such of the public as present themselves. The 
doctors have their separate cafeteria and dining 
room. 


The cafeterias are practically the same as they 
were under the old plan. The only change that 
we made before opening the pay cafeterias was 
to have the counters altered for small shallow 
pans. This change was made by our engineers 
at little expense. The cafeteria counters are 
served from the central kitchen where the food is 
also prepared for patients. 


The pay cafeterias increased the need for the 
standardization of portions of food. Since the 
main object was to please the patrons, it was 
necessary to make the servings large enough to 
satisfy their requirements and to have the por- 
tions standardized in order to have accurate cost 
figures. A standard portion chart of the weight 
of all vegetables and meats was made. As we all 
know, the persons behind the steam table can 
make or break a business, so the next problem 
was to train the cooks and counter girls to serve 
the food according to the standard. To teach the 
counter girls the right size portions, weighed 
servings of each food were demonstrated. Close 
supervision was given during the serving period. 


-Beginning July 1, 1939, a plan was instituted 
whereby graduate nurses, student nurses, dieti- 
tians, student dietitians, technicians, therapists, 
and doctors were given coupon books. The value 
of the book given to the women was $23.50 per 
month, and the value of the coupons given to the 
men was $25.00. When this change was made the 
lower bracket employees were given an allowance 
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of $5 per month to compensate for each meal 
which they had formerly received. 


This coupon system was inaugurated because 
funds with which to increase salaries were not 
available at that time. The cashiers accepted the 
coupons at their monetary value and this made 
it possible to serve both employees and the pay- 
ing public at the same counter. A disadvantage 
of this system was the added amount of clerical 
work necessary to handle the increased detail. 


After operating for one year we concluded that 
the coupons were not practicable for our use, but 
that this type of service was eminently satisfac- 
tory. With the data we had tabulated we were 
enabled to convince the administration of the need 
to adopt the cash basis. 


Plan of Food Cost Accounting 


It is my opinion that food cost accounting 
should be done in the clearest, simplest form pos- 
sible to give the information needed to operate the 
pay cafeteria as an independent unit. 


The food cost accounting system at the Indiana 
University Medical Center contemplates the fig- 
uring of the unit raw food cost of each food sold 
over the counter. After compiling all the unit 
costs it is necessary to know the number of 
servings actually sold. A food checker is sta- 
tioned in the main kitchen to tabulate all foods 
as they are taken into the cafeterias, and to check 
all food returned. A depreciation of 50 per cent 
is charged on all unused foods, with the excep- 
tion of a few items such as tomato juice and pine- 
apple juice, which can be sold again for full value. 


We are able to calculate the percentage of the 
sales dollar spent for raw food when we know the 
total number of servings sold, the unit cost, the 
total raw food cost for the day, and the cash reg- 
ister sales. 


Education in Selection of an Adequate Diet 


Mobilization for national defense has unques 
tionably offered great impetus to the realization 
of the importance of the adequate normal diet. 
Everyone’s goal should be to obtain good health 
through the selection of adequate foods for a con- 
sequently higher degree of efficiency in his or her 
chosen profession. 


The following lines in Jessie Williams’ “Health- 
ful Living” are apropos, I believe, for the discus- 
sion: 


“One may not be definitely sick, and yet 
lack the feeling of good health. This is ex- 
pressed at times as not feeling ‘up to par.’ 
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Health is not only a condition of freedom 
from disease, but also is a quality of life and 
it is to our advantage to keep ourselves at 
the highest and best level of health attain- 
able.” 


One of the important questions for discussion 
might be titled, “Does the commercial cafeteria 
for personnel pay from the standpoint of health?” 


Since the nurses constitute a large group of 
the personnel we serve, let us consider their 
status. Every nurse knows, as a result of her 
training in nutrition, the requirements of the 
adequate daily diet. The selection of her own 
meals offer a splendid opportunity to put food 
theories into practice, and at the same time pro- 
vides her with an estimate of food costs. She 
substitutes the inexpensive tomato juice for or- 
ange juice (even though two times the amount 
is required) for her vitamin C requirement in 
order that she may indulge in a better cut of 
meat; or she may omit dessert one meal in order 
to afford an egg and bacon for breakfast. With 
this experience, plus the knowledge afforded by 
her training, she equips herself to become the 
community health educator that her profession 
expects her to be. She is able to council her pa- 
tients wisely if she is experienced in the practical 
application of the food theories previously taught 
her. 


It is generally recognized that the many re- 
sults of research in the field of nutrition are of no 
avail unless translated into meals that will be 
eaten with benefit and pleasure. Although many 
of us are loath to admit it, we who live in hospi- 
tals know that our own institutions have been 
more than generous. We have accepted “board 
and keep” and have considered it our traditional 
privilege to complain. I am sure you will agree 
that it is human to appreciate too little that which 
is easy to get. 


The pay cafeteria has introduced a new set of 
values. This is emphatically evident when we 
compare the disgraceful amount of table waste 
formerly observed with the “almost none” we 
have now. 


Dietitians have always been aware that feed- 
ing the personnel has been one of the most diffi- 
cult and thankless jobs they have to do. The ma- 
jority of individuals consider themselves authori- 
ties on what constitutes good food. No matter 
how much effort is exerted to offer universally 
popular foods and to see that they are well pre- 
pared and attractively served, the larger percent- 
age of the personnel is unhappy because the com- 
binations are not to their individual liking. As 
Pope said, “’Tis with our judgments as our 
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watches, none are just alike, yet each believes his 
own.” 


By giving a salary to hospital personnel to com- 
pletely cover services rendered, instead of pro- 
viding a place to live and food to eat as a part of 
the salary, the hospital administration is merely 
applying business principles. The _ individual 
needs no longer revolt because he is being “spoon 
fed” or regimented. He may eat where, what, 
and when he chooses, considering only his finan- 
cial limitations. Budget control has been dif- 
ferentiated. The department still has its figures 
for control, but the individual now has to budget 
his food allowance. The selection and cost con- 
trol of the individual meal, once the dietitian’s 
problem—and it was a problem—has been trans- 
ferred to some extent to the personnel them- 
selves. This is certainly a logical arrangement. 
The earlier an individual develops independence 
and initiative, the happier his state of mind. 
Human nature just functions that way. 


If the personnel feels the prices are too high 
for certain foods, they now have money and can 
shop around. Previously, they felt that they 
were forced to endure foods distasteful to them 
or spend extra money to escape the situation. We 
spend much time in planning foods, supervising 
their preparation, displaying them attractively 
on the counters in order to offer the greatest va- 
riety possible at varying prices to suit the differ- 
ent groups of people we serve. 


It has been said that the health of the em- 
ployees in the lower brackets has suffered as the 
result of exchanging money for food. Our ex- 
perience has not justified this criticism. Under 
the old system the plate waste in the lower 
bracket cafeteria was great. From studies we 
found that this group took everything on the 
menu because it was “coming to them,” but a 
check on the waste revealed that they consumed 
only the foods they liked. We believe the fami- 
lies of the people in the lower income bracket 
have been able to raise their nutritional status 
with the extra money. 


Comparing the total expenditures of the fiscal 
year 1938-39, the last year in which planned 
menus were served, with the year 1940-41, we 
found the following facts: 





For Food Service Only 


-Per cent of total expenditures 





for for 
Accounts 1938-39 1940-41 
Personal service ............ 24.36 43.93 
1: OES Ape A ae ae ee ere er 68.69 49.58 
China, glass and silverware... 2.23 1.36 
CEP CRS a Se 3.18 2.81 
Repairs and maintenance..... .09 1.89 
MiIGCCHANGOUS: |. 6.50. 5 ones 1.45 43 
100.00 100.00 


The total number of meals served were 1,079,017 
in 1938-39 and 975,621 in 1940-41—a decrease of 
9.6 per cent. 


The total patient days served in 1938-39 was 
162,685, in 1940-41 was 194,667—an increase of 
19.7 per cent. 


During this interim our bed capacity was in- 
creased 20 per cent. 


A comparison of the total expenditures of the 
Center for the same periods reveals the following 
facts: 


1938-39 1940-41 

PerCent Per Cent 
Educational departments ....... 29.9 29.1 
Hospital service (except meals).. 52.2 57.0 
OOG ISERVACE. Sore cia sre siehsisra.eie-n ens 17.9 13.9 

100.00 100.00 


Our cash receipts for meals other than from 
patients amounted to 8.59 per cent of our total ex- 
penditures for 1938-39 and 45.08 per cent for 
1940-41. 


We realize that percentage comparisons are not 
always satisfactory, but due to several other 
changes at our institution which affected our 
total expenditures, these seemed to reflect the 
facts in the simplest manner. 


The total figures given in this report include 
the expenditures for the Medical, Dental, and 
Nurses Training Schools, three hospitals and the 
food service. 


From observations and numerous interviews, I 
am convinced that our people are pleased with the 
all-cash wage. When asked if they would like to 
go back to the old system, their answers have 
been emphatic “Nos.” 
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Plans and Organization of a Venereal Disease Clinic 


THEODORE ROSENTHAL, M.D., and J. B. BASIL, R.A. 


of district health administration and the con- 

struction of district health centers with clinic 
quarters for various services, has provided an op- 
portunity for intensive study of plans of venereal 
disease clinic space. A building program, covering 
a period of seven years, has witnessed a gradual 
improvement in clinic planning as experience with 
the actual utilization of quarters accumulated. 


To: development of the New York City plan 


The literature dealing with plans and organiza- 
tion of venereal disease clinics is exceedingly 
scant. Descriptions by Goodman in 1920', by Har- 
rison in 1932? and by Stokes’ in his monograph 
constitute the only available information in the 
American literature. 


Venereal disease control is accepted as a func- 
tion of public health work and mass treatment of 
patients in clinics has become a necessary part 
of such activity. For many years the venereal 
disease clinic in the average hospital out-patient 
department has been lodged in the poorest quar- 
ters while those operated by health departments 
have been discovered in vacant stores and aban- 
doned public buildings, useless for other purposes, 
police stations, jails, old court houses and unheat- 
ed cellars. Providing space for clinic quarters in 
new health center buildings permitted for the first 
time proper planning and stimulated thought 
along the lines of securing maximum efficiency 
and convenience for both staff and patients. 


An approach was made by considering, first, 
the functional needs of a venereal disease clinic. 
Flow charts were prepared, indicating movement 
of patients and staff through the average clinic, 
for the purpose of reducing to a minimum internal 
traffic. With the special requirements and the 
internal economy of the clinic established, an 
attempt was then made to adapt the total area 
allocated to the venereal disease clinic to these 
functional needs. The health officer or clinic execu- 
tive, confronted with the problem of planning a 
venereal disease clinic, looks in vain for precise 
information. While obviously one set of plans 
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cannot be exactly duplicated in other locations, 
it is felt that the description of a typical floor 
plan and equipment list may be of use as a skele- 
ton or base line for further modification and adap- 
tation to specific requirements. 


New York City Health Department clinics are 
almost all located in health center buildings, none 
being operated independently. Thus no stigma 
attaches to the individual entering the building, 
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Plan of Typical Social Hygiene Clinic 


since a dozen or more services are maintained 
there for the convenience of the public. All social 
hygiene clinics are located immediately adjacent 
to the quarters of the Bureau of Tuberculosis 
which, through a cooperative arrangement, per- 
mits the use of fluoroscopic and radiographic 
equipment. For this reason, such facilities are 
not included in the plans presented here. 


Treatment of Venereal Disease in Clinics 
and Out-Patient Departments 


The modern treatment of venereal disease in 
clinics and out-patient departments is a complex, 
cooperative undertaking. The smooth team work 
of physicians, nurses, laboratory technicians, 
clerks and clinic aides is a necessary preliminary 
to any success in the handling of the problem. 
Within the clinic are carried out the phases of 
medical treatment, private conferences with pa- 
tients for purposes of instruction, as well as for 
locating sources of infection and contacts. Record 
keeping is a vital auxiliary to any properly oper- 
ated clinic. Locker rooms and toilet facilities for 
medical and nursing personnel, as well as lavatory 
and toilet facilities for patients of both sexes must 
be available. Space for all of these activities as 
well as for administrative and supervisory medical 
and nursing personnel is needed. The treatment 
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of syphilis and gonorrhea is carried out according 
to the standards: and recommendations of the 
United States Public Health Service, the Coopera- 
tive Clinic Group and the American Neisserian 
Medical Society. 


For purposes of convenience in clinic adminis- 
tration the medical staff is divided roughly into 
admitting physicians and treatment physicians. 
Admitting physicians are the more experienced 
members of the medical staff. It is their duty 
to: 1—obtain a complete history of the patient’s 
infection; 2—make thorough physical examina- 
tion; 3—outline plan for treatment and specify 
number of doses of extra heavy metals and ar- 
senicals; 4—assign treatment days to patients; 
5—note laboratory tests desired; 6—re-examine 
patient for conclusion of specified number of 
treatments and prescribe additional treatment 
and other procedures needed; 7—re-examine pa- 
tients referred by treatment physician because 
of treatment reaction or other incidental prob- 
lems ; 8—refer patients for examinations of special 
organs, such as, eye, heart, nervous system or 
spinal fluid examination as well as for laboratory 
examination, including darkfield. and serologic 
examination. 


The treatment physician administers the treat- 
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Main Waiting Room 


ment designated by the admitting physician and 


is responsible for entering the dates of such treat- 
ment. Each patient is seen at each visit by the 
treatment physician who administers his treat- 
ment. 


A record keeping system that is simple and 
yet effective is necessary. Accurate records are 
required not only for current treatment but also 
for summation of end results and for future 
studies. Adequate space for filing cabinets, card 
files and talley files must be provided. 


Functional Needs of Clinic 


Waiting Room—Should be reasonably spacious. 
It is never possible to provide sufficient seating 
accommodations for the complete load of a busy 
clinic. For this reason, it becomes necessary, in 
practice, to stagger the case load over morning, 
afternoon and evening sessions. Where space per- 
mits, waiting rooms for each sex are provided to 
permit treatment of both male and female pa- 
tients at the same session. In those clinics where 
this is not possible, separate clinic sessions are 
operated for each sex. 


Small waiting rooms are provided for “medical 
advisory cases.” This group of patients consists 
of persons referred by other agencies or private 
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physicians for diagnosis, or consultation, or for 
premarital and prenatal serologic examinations, 
as well as other persons seeking medical advice. 
Patients already admitted and under treatment 
for syphilis and gonorrhea are seated in the larger 
waiting room and do not mingle with this latter 
group. 

Medical Advisory Room—This is a small physi- 
cian’s office room where he may take a history 
and make an examination, if necessary, of the 
patient seeking advice and help. 


The Wasserman Room — This designates the 
clinic space in which blood specimens are obtained 
for serologic examinations for syphilis. The re- 
covery room, immediately adjacent, is needed 
from time to time when patients become faint 
after venupuncture. 

Laboratory Room—Simple clinical pathological 
procedures, such as darkfield examination, exami- 
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nation of stained smears, blood counts, and urine 
analyses are made in these quarters. 


History Room — The history room provides a 
place where the newly admitted patient may have 
a confidential talk with a conference nurse with- 
out feeling that everything he or she says is heard 
by other persons in the same room. 


Examining Room — Examining room contains 
equipment needed for a complete physical exami- 
nation, such as stethoscope, tongue depressors, 
rubber gloves, flashlight, sphygomometer, exam- 
ining table, and sterilizer. 


Treatment Rooms — A number of treatment 


rooms are provided. These are prepared for each - 


clinic session according to special needs; for 
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Sterilizing Room 


example, the large treatment room used in the 
morning for intravenous treatment by the gravity 
method may be set-up for the treatment of gon- 
orrhea in females in the afternoon. Intramuscular 
injections and heavy metals are given in the 
smaller treatment and examination rooms. Each 
treatment and examining room has its own in- 
strument sterilizer in addition to the usual medical 
equipment. Flexibility and elasticity in most effi- 
cient utilization of these quarters is assured by 
not having fixed services assigned to these clinic 
quarters. 


Sterilizing Room—tThis contains an autoclave 
or dressing sterilizer 12x22; instrument sterilizer 
12x20x10, and a Pan Water Still 2 gallons per hour 
capacity. The Still provides a source of distilled 
water for use in preparing intravenous solutions 
of arsenical and other drugs. 


Progress of the Patient Through the Clinic 


The progression of an individual patient through 
the various sections of the clinic may be briefly 
outlined. 


One of the important services rendered by so- 
cial hygiene clinics is the advisory, diagnostic and 
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Physician Examination and Treatment Room 


consultative one, extended to all who enter and 
irrespective of source of reference. Such persons, 
not being patients under treatment, are seated 
in the smaller waiting room. They pass into the 
“advisory room,” where a physician interviews 
the patient, determines the reason for the pa- 
tient’s visit for advice and/or examination. A 
physical examination is done in this room and 
blood speciment obtained in “Wassermann room.” 
If laboratory examination, such as darkfield, or 
smear, is required, the patient passes into the 
“laboratory” where the specimen is obtained for 
appropriate examination. The patient returns to 
the waiting room and awaits further word from 
the examining physician, depending upon the 
result of the physical examination and the labora- 
tory test. 


A new patient referred for treatment by his 
own physician, or by another clinic, or from the 
advisory section of the same clinic just described, 
is seated in the large waiting room. The admitting 
physician reads the letter or the note which the 
patient brings with him, and decides that the 
patient is to be admitted for treatment. The 
conference nurse then seats the patient in the 
“history room” and takes a social history of 
the patient, making a special effort to secure 
full and complete information, if possible, of the 
source of infection and the family and sex con- 
tacts. 


When the social history has been taken, the 
patient’s medical history chart is prepared and 
the patient passes into the “examining room,” 
where a careful physical examination is made. 
Treatment is outlined, a treatment day assigned 
to the patient, and necessary laboratory tests are 
scheduled, after which the patient passes into 
the “treatment room” where the first treatment 
is given. The patient leaves the clinic with a 
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clinic card indicating the next visit and having 
been instructed as to the nature of his disease, 
and also as to what action he should himself take 
to bring in either suspected sources or contacts. 


For revisits of patients under regular treat- 
ment, the patient enters the large waiting room 
and shows his clinic card, bearing his case history 
number, to the clerk in charge of clinic records. 
The clerk removes the chart from the record files, 
brings it with others to the proper treatment 
room. The patient remains in the waiting room 
until he is signalled to enter the treatment room, 
by the clerk who supervises all the patients wait- - 
ing for their treatment. On entering the treat- 
ment room, the proper treatment as indicated on 
the patient’s chart, is administered by one of the 
treatment physicians, who also initials the proper 
entry of the patient’s record. The patient then 
leaves the clinic to return at his next regular 
treatment day. Those patients feeling sick for 
any reason, particularly after having received 
treatment, are placed in the recovery rooms, 
adjacent to the treatment rooms, where the physi- 
cian who gave him the treatment will see him. 
Advice and, when necessary, treatment are pre- 
scribed as indicated by the physician. 


References 
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Equipment Check List and Interior Finishes 


WAITING Rooms 


Enamel benches 
Desk and chair for clerk 
Literature rack and bulletin board 


Interior Finishes 


Asphalt tile floor, rubber base, acoustical plaster walls 
and ceiling. Where room is to accommodate males and 
females simultaneously, include obscure glass and 
metal partition to level of eye 

Interior partitions of obscure glass and metal 


ADMITTING PHYSICIAN’S ROOM 
Desk and chairs 


ile 
Table for literature 
Interior Finishes 


Asphalt tile floor, rubber base, plaster walls and ceil- 
ing 
Interior partitions of obscure glass and metal 


RECORD RooM 
Files as required to acommodate type of reports 
Tables for laboratory reports and searching 
Desks and chairs for clerks 
Interior Finishes 
Asphalt tile floor, rubber base, plaster walls and ceil- 
ing 
Interior partitions terra cotta or gypsum 
MEDICAL AND SOcIAL History Room 
Desks and chairs as required 
Table for literature 
Interior Finishes 
Asphalt tile floor, rubber base, plaster walls and ceil- 
ing 
Interior partitions of obscure glass and metal 





STERILIZING ROOM 


Combination sterilizing outfit to include autoclave still 
and instrument sterilizer 

Sink and drain board 

Wood work-table with linen hopper, shelves and cup- 
boards below and above 

Linen closet 


Interior Finishes 
Linoleum floor, tile base, and wainscot 5’ 0” high 
Plaster walls and ceiling , 
Interior partitions terra cotta or gypsum 


DruG STORAGE R0OM 


Adjustable metal shelves and racks for five gallon 
bottles; to line all walls 
Mixing counter with sink; high stool 


Interior Finishes 
Asphalt tile floor, rubber base, plaster walls and ceil- 
ing 
Interior partitions of terra cotta or gypsum 


LABORATORY 


Wood work bench with cabinet below and sink 
Cabinet for miscellaneous instruments, slides, etc. 
Cabinet for specimen slides 

Desk, chairs, high stools 


Interior Finishes 
Asphalt tile floor, rubber base, tile wainscot 5’ 0” high, 
plaster walls and ceiling 
Interior partitions of terra cotta or gypsum 


EXAMINATION AND TREATMENT ROOMS 


Instrument work table 20x40 

Desk 20x36 

Sink with knee control 16x20 

Instrument sterilizer 

Small extension instrument and table 13x19 
Foot stool 8x10x14 


Surgeon’s stool 

Enamel chair 

Movable floor lamp 
Sana-can 

Open waste-paper basket 
Examining table 


Interior Finishes 
Linoleum floors, tile base and wainscot 5’-0” high, 
plaster walls and ceiling 
Linen curtain and brass rod for dress cubicle 
Interior partitions of terra cotta or gypsum 


RECOVERY ROOM 
Recovery cot 


in 
Hooks for cloths 
Chair 


Interior Finishes 
Linoleum floor, tile base, wainscot 5’-0” high, plaster 
walls and ceiling 
Interior partitions terra cotta or gypsum 


Stop-SINK CLOSET 


Slop-sink 
Shelves and hooks 


Interior Finishes 
Ceramic tile floor, tile base and wainscot 5’-0” high 
Keens cement walls and ceiling 
Mechanically ventilated 


MISCELLANEOUS SPECIFICATIONS 


Exterior windows of metal casement, obscure glass with 
12” high, lower ventilator hinged to swing in. Insect 
screens for all doors and windows. Radiators concealed 
under windows where possible. Corridors of asphalt tile 
floor, tile wainscot 5’-0” high, plaster walls and ceiling. 
All interior rooms to be mechanically ventilated. Plaster 
surfaces to have application of lead and oil paint, light 
green in color. 





The Twentieth Hospital Yearbook 


The Modern Hospital Publishing Company has 
made another distinct contribution to hospital 
service in the publishing of their 1942 Hospital 
Yearbook. The Yearbook is a purchasing file, a 
directory of products, manufacturers, catalogs, 
purchasing and other reference data. It is a com- 
plete listing of manufacturers and commercial 
concerns selling hospital equipment and supplies. 


Of more than ordinary value is its editorial 
content, “Business Control in the Hospital,” con- 
taining chapters prepared by Dr. Basil C. Mac- 
Lean, Dr. Laurence J. Bradley, Graham L. Davis, 
Abraham Oseroff, Isadore Rosenfield and John R. 
Mannix. 


Equally important in value is the Special Study 
of the Power Plant and Improving the Heating 
System. 


Other chapters treat upon Food Service, Nurs- 
ing, Housekeeping, General Administration, and 
Plant Operation. 


The Statistical and Reference Information 
tables incorporated are particularly informative. 
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The Yearbook is completed with the Directory 
of Organizations—the national, state, sectional 
and Canadian hospital associations and the na- 
tional agencies serving the hospital and allied 
fields. 


The 1942 Hospital Yearbook is a valuable addi- 
tion to the superintendent’s library. 


—————— 


Blackout Paint 


Administrators will be interested in the recent 
announcement of a paint which has the property 
of absorbing and storing light when exposed to 
light and of giving off that light in the form of 
a bright glow when the original source of light 
is extinguished. This material is “charged” by 
exposure to light for a short time—from a few 
seconds close to the light source to several min- 
utes in a room ordinarily well lighted, and to give 
this light off over a period of several hours. The 
glow is sufficient to permit the reading of large 
types at a distance of two or three inches. It is 
particularly applicable to “exit” signs, door num- 
bers, etc., directional signs and strips, and painted 
on walls will give enough light for ordinary traffic 
or even the simpler manipulations. 
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Selective Menu Versus Single Menu 
for Ward Patients 


GENEVIEVE COON 


any modern hospital will reveal a strik- 

ing contrast to one which was served 
more than one hundred years ago in one of our 
leading hospitals. In 1806 the bill of fare ap- 
proved for continuous use in this hospital, as rep- 
resenting that which combined economy with sat- 
isfaction to the patient, was as follows: 


4 GLANCE at a menu to be served today in 


Breakfast 


Rye coffee with half a gill of milk and 
sweetened with sugar, or Indian gruel sweet- 
ened with molasses or sugar. 


Dinner 


On Mondays, Wednesdays, Fridays and 
Saturdays—Rice with molasses or milk and 
an ounce of butter to each patient. 


On Sundays, Tuesdays and Thursdays— 
meat and soup with vegetable. 


Supper 


On Mondays, Wednesdays, Fridays and 
Saturdays—the same as for breakfast. 


On Sundays, Tuesdays, and Thursdays— 
common tea sweetened with sugar, and half 
a gill of milk. 


Today we find some of our hospitals which 
offer (as to variety and selection of food items) 
a service comparable to that of a hotel. 


The most rapid strides in food service in hos- 
pitals have been made within the last twenty 
years. Improved technologies have given us bet- 
ter equipment for food preparation and service. 
Modern methods of food production, transporta- 
tion, storage, and distribution have made avail- 
able a variety of fresh foodstuffs throughout the 
year. Recognition has been given to the role of 
the dietary department in the organization. It 
has become the aim of the dietitian not only to 
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plan menus which will meet present day stand- 
ards of nutritional requirements but which, when 
carefully prepared and served, will offer greatest 
satisfaction to the majority of patients. This is 
the challenge which must be met even in view of 
a restricted budget. 


Selective Menu 


During the past few years there has developed 
a practice designed to create greater satisfaction 
in food service to the patient—that of the offer- 
ing of a selective menu. There is a definite psy- 
chological appeal in this practice. The selective 
menu was first offered in a few hospitals as a de 
luxe service to private patients, and later given 
in a somewhat simpler form to semi-private pa- 
tients. We now find that it has become a com- 
mon practice in many hospitals to offer this serv- 
ice to private patients; some fewer hospitals also 
include semi-private patients. More recently, con- 
sideration has been given to the possible use of a 
selective menu for ward patients. 


In order to determine the results of the ex- 
perience of a large number of dietitians with re- 
gard to the use of the selective menu for ward 
patients, a questionnaire was prepared and sent 
to one hundred and ten representative hospitals, 
including those which offer an approved course 
for the training of student dietitians. Replies 
were received from forty-two hospitals, represent- 
ing a wide geographical distribution. The total 
capacity of these hospitals ranged from one hun- 
dred twenty to thirty-three hundred beds, with 
an average capacity of five hundred thirty-five 
beds. Twenty-nine of the hospitals were private 
or voluntary organizations, while the remaining 
thirteen were divided among state, county, city 
or church control. 





A summary of the current practices among 
these institutions with respect to the use of se- 
lective menus shows that this service is available 
to private patients in twenty-nine hospitals re- 
plying to the questionnaire; to private and semi- 
private in sixteen and to all groups including ward 
patients, in four hospitals. Two hospitals give 
some choice to all tuberculosis patients and one 
other to the ward patients on the medical floor. 


In three large teaching hospitals formerly giv- 
ing this service to private patients the practice 
has now been discontinued. The reasons for this 
change include the lack of serving facilities and 
limited personnel. The necessary food prepara- 
tion resulted in increased cost of both food and 
labor and an added expense in handling menus. 
One hospital reports that with sufficient variety 
in the regular menu the patients were not inter- 
ested in making a choice. For these same rea- 
sons a selective menu was not considered for ward 
patients. 


Of particular interest is an analysis of the re- 
ports of those hospitals which find the use of the 
selective menu for ward patients to be advan- 
tageous. Four hospitals are included in this 
group; three of these are church supported and 
the fourth is a private organization. The bed ca- 
pacity varies from one hundred fifty to three 
hundred twelve, with an average capacity of two 
hundred sixty-two beds. The average number of 
private and semiprivate patients is one hundred 
seventy-three, while the average number of ward 
patients is ninety. In only one hospital does the 
number of ward patients exceed the number of 
private patients, the ratio in this case being two 
to one. 


The average per capita cost of raw food per 
day in the three hospitals from which figures are 
available is 44 cents. Two hospitals break down this 
cost and give an average of 49 cents for private 
patients and 3614 cents for ward patients. A com- 
parison of these costs with hospitals which do not 
have the selective menu for ward patients is not 
significant because few dietitians were able to 
quote figures showing this break down in costs. 
Information was not available to show any change 
in costs before and after the use of the selective 
menu. A number of dietitians in other hospitals 
report an increased cost when selective menus are 
used for private patients. This is due to the cost 
of a variety of food items and to the expense of 
additional labor for preparation and serving. 


The use of a selective menu appears to be more 
adaptable to the central system of tray service 
than to a decentralized service. Three of the 
four hospitals use this method of serving ward 
patients. Printed forms are used and checked by 


62 


the patient one day in advance of serving. In 
two of the hospitals, where the numbers of ward 
patients are 75 and 15 respectively, the patients 
are visited daily by the dietitian. A selection is 
offered on all items including appetizer, meat or 
substitute, vegetable or salad, bread, dessert, and 
beverage. The menus are similar for all groups 
of patients, but a somewhat simpler selection is 
given to ward patients than to private patients. 


Food Waste 


An actual study of the food waste was made 
by only one institution. This shows a reduction 
in the plate waste of 0.3 oz., when a selective 
menu was given. The other three hospitals re- 
ported a reduction in food waste, but no figures 
are available. In the group which do not now 
offer a selective menu the dietitian of a large hos- 
pital reports that waste was reduced when the 
service was discontinued; another states that the 
slight saving in food waste was offset by expen- 
sive equipment and added personnel necessary to 
maintain this service. It has, however, been found 
practical to offer a choice of bread and beverage 
to ward patients and thereby eliminate some 
waste on these items. Some selection is given to 
tuberculosis patients and other chronic medical 
cases in several hospitals. 


Points in Favor of Selective Menu 


The points which we may consider to be in 
favor of a selective menu for ward patients are: 


1 The choice results in increased satisfaction 
of the patient. It is generally agreed that this is 
the outstanding advantage to be derived from this 
practice. There is a positive psychological value 
in allowing the patient to choose certain foods, 
even from a limited selection. 

2 Food waste may thus be reduced. The pa- 
tient usually does not choose those foods which 
he knows he will not eat. He may ask for smaller 
servings if his appetite is poor. 

3 Special orders are eliminated by restricting 
choice to only those foods as offered on the menu. 
However, most hospitals do not allow special or- 
ders to ward patients in any event. This situa- 
tion is met in the case of private patients by 
charging extra for items not on the menu, but 
this cannot be done for ward patients who are 
largely charity cases. 

4 There is less tendency on the part of the 
doctor to order special diets if they are not neces- 
sary as a therapeutic measure. Frequently spe- 
cial diets are ordered as a means of catering to 
the finicky patient. 

5 The choice of foods from selective menus 
over a period of time will give the dietitian an 
idea of those which are most popular. 
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Single Menu 


On the other hand, the single menu is favored 
for ward patients in the majority of hospitals 
replying to the questionnaire. The chief factors 
which influence its use are: 


1 Cost is decreased. A smaller variety of food 
items must be prepared than with the selective 
menu, thereby reducing the per capita cost of raw 
food. Expensive equipment often necessary to 
increase serving facilities for the selective menu 
may be eliminated. To handle selective menus 
satisfactorily, additional personnel is required. 


2 The present unsettled conditions with re- 
spect to labor are prohibitive to the rendering 
of additional services. It is impossible to acquire 
the additional labor necessary for special prep- 
aration and service. Such was the consensus of 
opinion throughout the country. 


3 Service is more rapid with the use of a single 
menu. Checking of trays for individual choices 
slows down the service of trays. This is a factor 
in the serving of hot food which is of consider- 
able importance in patient satisfaction. Large in- 
stitutions have found that they cannot adapt the 
selective menu to their service for this reason. 


4 The single menu helps set the standards of 
an adequate diet for physiological needs and in 
some small way may assist the dietitian in her 
efforts to educate the public in better nutrition. 
The selective menu may encourage the continu- 
ance of bad food habits already acquired. 


5 It has been found difficult to explain to these 
patients the mechanics of ordering from a selec- 
tive menu. The majority are not accustomed to 
making a choice in meals served at home. As 
expressed by one dietitian, “the greater the se- 
lection offered, the more demanded.” 


In Conclusion 


In conclusion we find that the selective menu 
for ward patients is used to give greater satisfac- 
tion to the individual patient. It has been found 
most adaptable to those institutions in which the 
ratio of ward to private patients is comparatively 
low. The central system of tray service facili- 
tates the problems involved in serving. There is 
probably some saving in food waste, but this can 
easily be absorbed by an increased cost of food 
and labor. The single menu is preferred by the 
large institutions with a high ratio of ward to 
private patients. These hospitals are most often 
operating on a restricted budget. It does not 
seem practical to give ward patients a service to 
which they have not been accustomed previously. 
In view of rising food costs and labor shortage 
at this particular time, efforts may well be con- 
centrated on the skillful preparation of a single 
menu, nutritionally adequate, and attractively 
served. 
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Hospital Defense Supplies 


The recent $100,000,000 appropriation for de- 
fense supplies is to be allocated by the Office of 
Civilian Defense according to “target areas” as 
determined by the War and Navy Departments. 
These targets areas are in general cities within 
three hundred mile coastal strips. Priorities as 
among cities within these coastal strips are to be 
based upon three basic considerations: (1) like- 
lihood of attack; (2) vulnerability; and (3) im- 
portance to war production of manufacturing 
plants in the community. 


These protective supplies include fire fighting 
equipment, gas masks, equipment for medical 
teams and casualty stations, and equipment for 
enrolled workers. All such equipment will be 
procured by the War Department and allocated 
and delivered to the individual communities on 
certificates. The recommendations of OCD Re- 
gional Directors and State Defense Committees 


April, 1942 


will constitute important factors in the issuance 
of these certificates but final decision will be based 
on the importance of the war industries located 
in the community and on the recommendations 
of the War and Navy Departments. 


Pittsburgh Has Comprehensive Program 
for Increasing Hospital Bed Capacity 


The hospitals of the Pittsburgh district have 
drawn up a comprehensive program for greatly 
increasing the number of beds which will be avail- 
able immediately in the event of sabotage or air 
raid bombings. This increase will be approxi- 
mately 4000 beds. The plan calls for utilization 
of all available space, both in hospitals and nearby 
“auxiliary” structures, and the evacuation of con- 
valescent patients. The utmost attention has 
been devoted to transportation to and from 
hospitals. 
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EDITORIALS 


National Hospital Day 


On National Hospital Day, May 12, the hospi- 
tals of America will again receive the people of 
their communities as guests and not as patients. 
The observance this year will have an unusual 
significance in that the guests will be able to see 
and to appreciate the service hospitals provide in 
war as well as in times of peace. 


Our hospitals will bring to the attention of 
their guests that every effort will be made to con- 
tinue hospital service unimpaired, and in keeping 
with the best professional standards, for twenty- 
four hours each day of the year, year after year, 
as long as the war continues. Hospitals will in- 
terpret the art and science of good hospital care 
as it exists when war brings its burdens of sick 
and wounded to their institutions. 


As these institutions continue their work of 
caring for the civilian sick, unafraid and without 
interruption, they will bring to their guests a 
feeling of confidence and security and a full knowl- 
edge that, whatever eventuality, their hospitals 
will not fail them. 


National Hospital Day has become a tradition 
in this country. Ten million people or more will 
receive a generous, friendly welcome courteously 
extended by every administrator, doctor, nurse 
and other employee who has helped in building 
the hospitals’ reputation for good service. They 
will leave the hospitals with friendly interest and 
with pride in their institutions, strengthened in 
their resolution to give it added moral and mate- 
rial support in these‘times when the soul and pur- 
pose of everyone is so severely tested. 


National Hospital Day is for the people who 
make our hospitals possible. It is for the friends 
who give their time and means that hospitals may 


April, 1942 


continue their service of mercy. National Hos- 
pital Day belongs especially to the patients, rich 
and poor alike, who are being brought back to 
health and happiness through the good hospital 
care they are receiving. 


a 


Our Contribution to Victory 


In the grave extremity which our country is 
facing, the finest manifestation of good citizen- 
ship is loyalty combined with a willing spirit to 
make any sacrifice, and to cooperate cheerfully 
with any program which will ensure victory for 
our cause and permanency for our freedom and 
security. 


Hospitals in addition to accepting the increased 
burdens of a rapidly extending service will be 
called upon to make many sacrifices that will con- 
tribute to our country’s victory. They will train 
professional and technical personnel and when 
that training is completed, will send physicians 
and nurses_as well as other personnel into the 
service with the armed forces of our Government. 
They will adjust their professional staff and make 
use of physicians and nurses who for reason of 
age or physical handicaps will not be called to 
the colors. They will encourage those who are 
able to serve their country in war to give that 
service as every loyal citizen will give his serv- 
ice, in the place and to the duties which may be 
assigned him. 


In the following letter to Dr. Claude W. Munger, 
chairman of the Council on Government Rela- 
tions of the American Hospital Association, the 
Surgeon General of the Army explains the needs 
of the Medical Department of the Army for 
trained professional personnel, and outlines some 
of the difficulties of procurement. Hospitals real- 
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ize that they must make their contribution to 
this class of professional personnel even though 
it means self-denial and sacrifice. 


March 238, 1942. 
Dr. Claude W. Munger, Chairman, 
Council of Government Relations, 
American Hospital Association 


Dear Doctor Munger: 


In a recent canvass of the nurse situation, 
among other reasons stated for the rather indif- 
ferent response on the part of the profession to 
volunteer service, was the attitude of the man- 
agement of some of the hospitals. In one spe- 
cific instance a nurse who was very anxious to ac- 
cept appointment in the Nurse Corps was discour- 
aged by the head of the hospital and the super- 
intendent of nurses. The reaction of these offi- 
cials was such as to thwart the nurse’s patriotic 
impulse to engage actively in the war effort be- 
cause of the possible insecurity of her career fol- 
lowing demobilization for having acted against 
the desires of the hospital officials. 


I am not aware of the general reaction of hos- 
pital management to the release of eligible nurses 
for Army service and I am inclined to feel that 
the above is an exceptional case, but I do think 
that if there is a lack of proper appreciation as 
to the pressing need for young, physically fit, pro- 
ficient nurses, it should be brought to the atten- 
tion of hospital superintendents with a plea to 
stimulate Army service. 


I fully appreciate the difficulty being experienced 
in civil hospital operation in all its phases. The 
loss of visiting staff doctors and resident physi- 
cians and changes in personnel the nursing depart- 
ment are most disrupting and necessarily detract 
from the peacetime efficiency of the institution, 
but as the war proceeds these conditions will be- 
come worse rather than better and the earlier the 
adjustment is made through the use of doctors 
and nurses ineligible for military service and the 
release of those who can serve, the better will be 
the ultimate operation of the hospital. 


The nurse problem impresses me as far less 
serious than that of procurement of doctors. 
Based on World War I statistics, we will need 
ultimately about 45,000 nurses if the Army 
strength goes to 7,000,000 men. There are over 
300,000 nurses actively engaged in their profes- 
sion, with a yearly output between 20,000 and 
25,000. This total number should furnish our re- 
quirements without too serious abridgment of 
nursing service in hospitals. There is also a 
large reserve of trained personnel not now en- 
gaged in nursing and ineligible for one reason or 
another for Army duty, which, with the aid of 
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short refresher courses could be brought back to 
active practice. 


May I suggest that your Committee give this 
matter consideration and initiate such action as 
you may think advisable to stimulate release ot 
nurses by your Association Membership, if you 
feel the situation so indicates. 

Very sincerely yours, 
JAMES C. MAGEE, 
Major General U. S. Army, 
The Surgeon General 


(Signed) 


- Every good hospital will do its part. What- 
ever agencies or programs may delay the even 
and adequate flow of physicians and nurses to 
our armed forces, hospitals will not be among 
them. Of this the Surgeon General can be well as- 
sured. The isolated case mentioned in the cor- 
respondence, where the hospital authorities pre- 
vented a nurse from volunteering her service, is 
not an indictment of our hospitals or of our 
nurses. 


The greatest importance to our country and its 
hospitals is Victory. If we are defeated, Ameri- 
can culture, the benefits of American liberty, its 
hospitals, its colleges and its schools, even its 
churches, may be destroyed or damaged beyond 
repair. To insure Victory justifies any sacrifice, 
ennobles every effort, exalts every American citi- 
zen and institution. Hospitals will survive. In 
every emergency or danger that has threatened, 
the hospitals have rendered a loyal, devoted serv- 
ice, and through this service they have entrenched 
themselves in the confidence and esteem of our 
people. 


Hospitals will do their full duty. They are pre- 
pared to make both sacrifices and adjustments to 
the end that our armed forces will want for noth- 
ing within the limits of their giving. Their goal, 
like the goal of every good American, is Victory. 


Forget Not These 


In our last issue we published an article entitled 
“Care and Disposition of the Corpse” for the guid- 
ance of our readers. This subject is often belittled 
in hospitals, in the desire to concentrate on the 
urgent business at hand, and the tendency is to 
regard it, at best, as something of a nuisance 
after failure to cure has been registered. Hospital 
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administration must, however, take such matters 
under consideration from time to time and draw 
the necessary lessons. Unpleasant though this 
subject may be, at times, there is every reason for 
more thoughtful interest in it. The administrator, 
unlike the clinician, does not conclude his respon- 
sibility with the death of the patient. After both 
have done the best they could to explain matters 
for the benefit of the next patient to be entrusted 
to their care, the physician closes his record but 
not the administrator. Here is a graphic illustra- 
tion: 


Taking our largest city, with a population of 
about seven and a half millions, for example, we 
find that there were 76,000 deaths—excluding 
stillbirths—during the year 1940. A great many 
of these died in hospitals and, of these, many 
doubtless could have benefited by the attention of 
the social service department. Of this number 8650 
were buried in Potter’s Field and 882 were as- 
signed to dissecting rooms—comprising, together, 
one-eighth of all deaths! This means one-eighth 
who were absolutely friendless when the final test 
of friendship was made. These figures are signi- 
ficant in connection with the hospital effort on be- 
half of the living. Can the hospital step aside 
from the contemplation of these facts? Does the 
administrator need a better argument for the 
existence of his social service department? 


Let us dig deeper. The Office of the Chief Medi- 
cal Examiner for the same city, during the year 
before, showed 15,824 reported cases. Of this 
number almost 6000 were violent deaths. Aside 
from several minor figures, natural deaths were, 
however, almost 9000. Yet the report shows that 
autopsies were done in less than 5000 cases, or 
one-third of the total reported. Almost all of 
these were, presumably, done on criminal: cases. 
The medical examiner seems to be losing an op- 
portunity. 


The medical scientist, the social service worker, 
the hospital administrator and the citizen gen- 
erally, thus find that this subject acquires larger 
proportions than appeared at first thought. We 
are reminded once more that hospital service is 
not only a curative contribution, but also a major 
civilizing influence in the community. 

E. M. B. 
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Hospitals and Accelerated Program 
of the Medical Colleges 


Beginning April 1, classes of interns will be 
graduated about every three months under the 
accelerated program of the Medical Colleges. Dur- 
ing the coming year the selection and mainte- 
nance of interns will present a difficult problem 
which the hospitals will have to solve.. With the 
program in full swing and the interns appointed 
for a full year of service, the hospitals will find 
that services overlap from three to four months. 
During this period they will have to provide liv- 
ing accommodations and a satisfactory distribu- 
tion of service for twice the number of interns 
needed or allotted. 


It has been appropriately suggested that as no 
provision has been made for residents or assistant 
residents, the senior interns, those who have 
served eight or nine months of their year, may 
for the remainder of their service act as residents 
or assistant residents and supervisors of the new 
intern group. 


While this may be difficult to arrange, it gives 
evidence of a satisfactory solution to a difficult 
problem, leaving the provision of accommodations 
the only obstacle to be considered. 


Hospitals will be able to adjust their intern 
training problems to the Medical Colleges’ ac- 
celerated program without great difficulty after 
the first two or three classes are graduated. The 
program will impose an added interest and effort 
on the part of staff-members in the process of 
intern education. This is as it should be, and in 
itself will present no difficulty. It should mean 
and probably will result in a more intensive and 
certainly more valuable year for every intern 
from an educational standpoint. 


Under the arrangement hospitals are assured 
of a full year of service for each intern appointed. 
The change-over from the present system can be 
made without confusion and with a minimum dis- 
arrangement of service. The hospitals will co- 
operate fully and willingly, and certainly to the 
advantage of both the intern and the institutions. 
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Taxation of Charitable Institutions 
Including Hospitals 


The recent action of the Commissioners of the 
District of Columbia in placing the charitable non- 
profit hospitals on the tax rolls emphasizes the 
trend of tax authorities, to levy tax-income from 
charitable and educational institutions. 


These institutions have long been tax-exempt. 
A large part of their service has been given over 
to the care of charity patients. Each of these 
hospitals has “plowed back” its income from 
whatever source into increased facilities for pa- 
tient care, extension of its charity service, med- 
ical and scientific research, and improved facilities 
for the education of physicians, nurses, and tech- 
nical personnel. In Washington and in the Dis- 
trict hospitals have served the rapidly growing 
population with efficiency. 


Each of these hospitals has operated without 
substantial endowment, and has depended upon 
_ the community philanthropy for continued oper- 
ation. To impose the tax upon hospitals under ex- 
isting conditions, would force them either to close 
their doors or to turn their properties over to 
the Government—this in spite of the fact that 
Washington now needs an additional eight hun- 
dred hospital beds to provide adequate facilities 
for patient care. 


The District laws aye ambiguous and admit of 
different interpretation as far as taxing chari- 
table institutions is concerned. One misinterpre- 
tation is that a hospital doing twenty-five per cent 
charity is only to the extent of twenty-five per 
cent a charitable institution; that if the hospital 
receives any part of its support from paying pa- 
tients it is only a charitable institution to the 
extent of the difference between such income and 
its cost of operation. The public interest seems 
to be of small concern in determining the tax- 
exempt status of the charitable hospital. 


The hospitals have protested the action of the 
District Commissioners and they are in agree- 
ment not to collect the taxes assessed until a 
committee of attorneys may examine the law and 
make its report. The committee is a legalistic 
committee and will probably ask Congress to 
clarify the existing laws and by appropriate leg- 
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islation establish the rule of tax-exemption for 
the voluntary charitable hospitals. 


It would be a wise and sound procedure if this 
committee prepares a tax-exemption Bill that 
would be passed by Congress and would serve as 
a model for similar legislation for action by the 
legislatures of the respective states. 


Let Us “Tighten Our Belts” 


Commodities are being considered for ration- 
ing programs in increasing numbers. Sugar is 
the first to be affected; coffee, tea, and other food 
articles may follow in the near future. Price sta- 
bilization will be established if wholesalers or 
dealers become unreasonable. 


Bed linens, sheeting, pillow cases, feathers and 
articles in this category are becoming more diffi- 
cult to obtain in quantities sufficient to meet pres- 
ent Government requirements. This scarcity may 
be only temporary, but it may continue indefi- 
nitely. Requests for more favorable priority rat- 
ings for hospitals are being given consideration 
by the Health Rating Committee of the OPM. 


Hospitals will suffer some inconvenience but 
they will not be seriously handicapped if each in- 
stitution will, figuratively speaking, tighten its 
belt, purchase supplies with care, in keeping with 
its present needs, and use its supplies econom- 
ically. 


If the commodities we have been purchasing 
become difficult to obtain, suitable substitutes will 
be provided and will serve the purpose designed. 


With the exception of equipment and materials 
manufactured with critical metals, materials for 
construction purposes will be obtainable under 
satisfactory priority ratings. A substitute for 
white metals, consisting of glass fused into steel 
for the manufacture of sterilizers, is in the ex- 
perimental stage. Its use in the domestic field 
has been demonstrated and it promises to become 
a substitute for some of the critical metals. 


Hospitals will be taken care of in some satis- 
factory way, this is assured, but we may have to 
“tighten our belts” a little more than in the past. 
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Hospital Protection 
JOSEPH TURNER, M.D. 


envisages medical emergencies arising from 

any one of several origins—air raids, sab- 
otage, etc.—which might result in many casual- 
ties requiring transportation and admission to 
hospitals. The Mount Sinai Hospital is one of 
many that have been asked by the Office of Ci- 
vilian Defense to participate in this planning. A 
program for first-aid treatment at the site of a 
disaster and for transportation to hospitals has 
been worked out to a considerable degree by the 
central authorities and in this plan Mount Sinai 
Hospital out-patient department has been desig- 
nated as one of the “casualty clearing stations.” 


T=: nation-wide program for civilian defense 


It is now in order to plan for what shall be done 
in this hospital if a large 
number of casualties are 


number of injured was large, no one hospital had 
an impossible problem. As a matter of fact, some 
of the hospitals received notice that injured were 
on their way and made some advance prepara- 
tion. Nor did all of the injured arrive at one 
time—there was an appreciable lag between the 
arrival of the first and the last. Time, in fact, 
was needed for rescue workers to reach all of the 
injured and to bring them to the surface for first 
aid and ambulance transportation. 


This has been a frequent experience in Britain. 
A representative of the British Government, now 
in this country, reports that rescue workers in 
bombed buildings often needed an hour before the 
first injured person was brought to the street, 
and that now, as a result, 
the first-aid emergency 





brought to us. Five or 
even ten injured persons 
coming at any one time 
would present no insuper- 
able problem in the recep- 
tion ward with its present 
facilities. With many phy- 
sicians, house and visit- 
ing, nurses and orderlies, 
immediately available for 
service, it should be taken 
in one’s stride. A plan, 





Dr. Joseph Turner is director of Mt. 
Sinai Hospital, New York City. His 


bulletins to the various departments of 
his hospital are specific in their instruc- 
tions as to the measures to be carried 
out. The whole program which Doctor 
Turner has instituted for Mt. Sinai 
Hospital will insure complete cooper- 
ation and coordination of effort in any 
catastrophe incident to the War. 


crews are usually not sent 
for until there is knowl- 
edge that the injured are 
about to be reached. 
For the purpose of set- 
ting up this plan, we have 
assumed arbitrarily an in- 
take of 50 casualties. So 
many injured from one 
disaster have not been ad- 
mitted to any hospital in 
the Metropolitan Area in 








however, is asked for cas- 
ualties in larger numbers; 
a plan which will serve as an advance blueprint 
or guide, subject naturally to such modifications 
as actual conditions may require. Such a plan is 
set forth in what follows even though the hospi- 
tal’s personnel had given ample evidence of initia- 
tive and resourcefulness in previous emergency 
situations. 


Before going into the details of this plan for 
handling casualties, it is in order to point out that 
past disasters in New York, even large ones, have 
not found the hospitals unprepared to meet them 
or unequal to the task. Several years ago, when 
many persons were injured in the Times Square 
subway accident, the routine handling of the cas- 
ualties resulted in the distribution of the injured 
among many hospitals, and, although the total 


: Note: This article starts with Bulletin No. 174 which was 
Sent to all departments. 
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the memory of the present 
generation, and even if 
there were as many as 50 admitted to this hospi- 
tal, their arrival would be spaced over a long time 
interval giving some opportunity for preparation. 


Not all of those sent to a hospital will require 
active, positive, life-saving service; nor will all 
require admission. Some will be ambulant and 
can be sent home after first aid; of 65 casualties 
at a dock fire in the fall of 1941, sent to Long 
Island College Hospital, only half required admis- 
sion. Some will require shock and supportive 
treatment, some x-ray, some operative help, and 
so on. Others will be beyond help—dead on ar- 
rival—or dying shortly after. Illustrative of this 
is the report of a “convoy” of 23 injured to one 
hospital during the “blitz” on London, 6 of whom 
were either dead on arrival or died within a few 
minutes after admission, and 8 more died within 
12 hours. In a second “convoy” of 43 casualties, 
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11 patients died en route or immediately after ad- 
mission, and 6 more within 24 hours. These 
“convoys” were spaced over many minutes and 
were handled effectively by a hospital much 
smaller than Mount Sinai in size and in personnel. 


With this preamble, we can now consider how 
to receive this assumed total of 50 casualties. The 
reception will vary somewhat whether it is day 
or night, but with variations due to the hour kept 
in mind, the subjoined routines are laid down for 
broad general guidance and not as absolute dicta. 
They will be subject to intelligent modification by 
those on the scene; modifications based upon ac- 
tual situations which cannot be wholly envisaged. 
It is obviously impracticable to prepare or plan 
for every eventuality; some may not be antici- 
pated in their exact form and some advance plans 
may deal with situations which may not material- 
ize. 


In general, all casualties will be brought to, and 
then handled in, the Reception Ward area, which 
has bed facilities for 11 adults, 7 children, 2 emer- 
gency operating tables and 1 treatment chair. 
Overflow can be directed to radiotherapy depart- 
ment and to out-patient department, first and sec- 
ond floors. If necessary, the adjoining housekeep- 
er’s office can be commandeered. The intake and 


direction of new cases are to be controlled and di- 
rected from the ambulance entrance vestibule by 
the emergency medical officers charged with this 
function. 


Personnel to Be Notified of Casualty Arrivals 


Whenever, however, and by whomever, infor- 
mation is received of an expected arrival of many 
mixed casualties (whether by telephone, or by 
word, or by the beginning arrival of large num- 
bers of wounded), this information should be re- 
layed to the telephone operators, who in turn will 
notify the following persons and departments: 


1 Director and Assistant Directors 
Disaster Surgeon-in-Charge and Assist- 
ants (to be designated) 

2 Admitting Physician 
Charge Nurse 
Head Orderly 

All in Reception Ward (unless the mes- 
sage comes from these sources) 

3 Residents in Charge of each House Staff 
Ward Service 

4 Superintendent of Nurses 

5 Ward Nurse Supervisors on duty 

6 Attending Staff in the hospital at the time, 
using the paging system by announcing 


“All doctors wanted urgently in accident 
ward”—(and if more are needed later by 
calling their offices in the order of their 
nearness to the hospital as shown on lists 
now being prepared) 

Admitting Office on main floor 

Main Entrance information desk 
Custodians 

Nurse Supervisor of Out-patient Depart- 
ment 

X-ray Department (Residents at night) 
Pharmacist 

Operating-room Supervisors 

Medical Anesthetist (or Nurse-Anesthetist 
in her absence) 

Central Supply Supervisor 

Laundry Manager (Linen-Room Maids at 
night) 

Storekeeper 

Housekeepers in Main, Private, Semi-Pri- 
vate Pavilions 

Private and Semi-Private Pavilion Super- 
visors 

Radiotherapy Department 

Social Service Office (Mrs. Mendelsohn at 
night) 

Bloodbank (Dr. Rosenthal and his staff) 
Pathologist and Morgue Keeper 
Engineer’s Office 

Dietary Department (Dietitian in the 
Nurses’ Residence at night) 

And any others who may be added to the 
list later. 


Instructions and Assignments 


All of the above will then proceed to carry 
out the following instructions and assignments: 

1 The Disaster Surgeon-in-Charge and his as- 
sistants will assume direction of the medical care 
of the injured. 

The Front-Office Assistant Director will assume 
administrative supervision of the reception ward 
and admitting office. 

The Purchasing-Office Assistant Director will 
assume administrative supervision of non-medical 
activities on. the wards, the operating rooms, and 
other departments concerned with the handling of 
these cases after admission. 

The Out-Patient Department Assistant Director 
will supervise all other hospital routine matters. 

2 The Admitting Physician, with the assist- 
ance of the reception ward nurses, will clear the 
reception ward of waiting patients. Patients al- 
ready admitted should be sent without delay to 
their respective wards. Other, non-emergent 


HOSPITALS 





waiting patients will be sent to their homes and 
told to apply again the next day. The admitting 
physician will bring the list of vacant beds up to 
the minute and be prepared to indicate those 
wards and beds to which casualties may be ad- 
mitted. 


The Head Orderly is to notify and assemble all 
orderlies off duty, for later use where and as 
needed and, if necessary, to bring down orderlies 
on duty in wards if they can be relieved of rou- 
tine ward service. These orderlies will assemble 
in the radiotherapy department. A list of non- 
resident orderlies with addresses and telephone 
numbers will be kept available and up to date so 
that these orderlies may also be sent for if needed. 
The splint room is also to be opened and supplies 
made available. Patients’ clothing is also to be 
looked after by orderlies. 


3 The Ward Residents on duty will come 
quickly to the reception ward and send for other 
members of their respective services, as they may 
be needed. In all medical matters the house staff 
will be under the direction. of the surgeon-in- 
charge and his assistants designated to direct the 
emergency medical procedures; and in adminis- 
trative matters under the assistant director on 
duty. 


4 The Superintendent of Nurses will notify 
and mobilize all nurses and ward helpers “off 
duty” in the nurses’ residence, and near her office. 
From these stations she can send them to the ad- 
mitting room, operating rooms, wards, or to any 
other part of the hospital where they may be 
needed. She will make her station in her hospi- 
tal office where she can be reached and from which 
she may direct various nursing activities. 


5 The Ward Nurse Supervisors will prepare 
the wards under their supervision for the recep- 
tion of as many patients as can be accommodated 
in vacant beds. Blankets, bedding, necessary 
ward equipment for shock therapy, etc., are to be 
made ready. 


6 The Attending Staff members who are in the 
hospital at the time, and especially surgeons and 
orthopedists, will be expected to respond to the 
call over the paging system and to come to the re- 
ception ward as quickly as possible. They will re- 
port to the surgeon-in-charge for instructions, 
and in the interest of orderly procedures will sub- 
ject themselves to the same direction as that in- 
dicated for the house staff. 


Further details of medical staff participation 
will be found in a supplementary bulletin to be 
issued later. 
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7 Admitting office personnel will leave one per- 
son in the office; others will go to the Reception 
Ward to help with paper work details of admission 
records, charts, tagging of patients and belong- 
ings, safeguarding of valuables, etc. Names and 
addresses of wounded, treatment, disposition, etc., 
is to be noted in the usual way. Clothing and 
valuables will be safeguarded with the assistance 
of social workers and others who may be assigned 
for this purpose. 


The Main Hall Information Desk is to be kept 
supplied frequently with the names of new cases 
brought to the reception ward, in order to answer 
telephone and personal inquiries. Relatives will 
be directed to the waiting rooms and the basement 
waiting area. If necessary, an information clerk 
will be stationed in the basement waiting room 
information cage, which may serve as the prin- 
cipal or as an auxiliary information source. 


The Custodians, with the help of the police from 
the precinct, will keep order in the reception 
ward, ambulance entrance, out-patient depart- 
ment, basement corridors, and control curious rel- 
atives and friends. The police will presumably 
attend to the notification of relatives. 


Elevator operators will give precedence to the 
transportation of staff and patients and will stop 


at the basement level when not in use. 


8 The Nurse-Supervisor in charge of the out- 
patient department will, if necessary to care for 
an. overflow by day, clear the main and second 
floors of waiting patients and have the benches 
ready for the handling of ambulant and stretcher 
cases. The waiting benches can be used not only 
to seat ambulant cases but also for prone stretcher 
patients. The surgical and orthopedic clinic 
rooms on the second floor can. be used, if needed, 
for emergent treatment of ambulant cases with 
minor injuries. Portable screens can be obtained 
from Children’s Pavilion. and elsewhere. Instru- 
ments from clinics may be drawn upon if needed. 


9 The X-ray Department will complete exami- 
nations under way and then make ready for emer- 
gencies. At night, the residents will take their 
stations in the x-ray department and stand by. 
Portable equipment is to be made ready for trans- 
portation, if necessary, to the reception ward or 
to the operating room. 


10 The Pharmacist will prepare to meet calls 
for emergency drugs where needed. 


11 The Operating Room Supervisors will can- 
cel all routine non-emergent operations not al- 
ready under way. They will then prepare for 
emergency needs, as these will be relayed to them 
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from the reception ward. They will also be ready 
to send extra instruments, if needed, to the recep- 
tion ward. At night, the ninth floor operating 
rooms will be made ready for emergencies. The 
day personnel off duty, who can be reached, - will 
be sent for. 


12 The Medical Anesthetist will notify and mo- 
bilize the nurse-anesthetists, in and out of the 
hospital, and send them where needed. 


18 The Central Supply Supervisor will be 
ready to send to the reception ward, and else- 
where, additional needed supplies of sterile towels, 
dressings, bandages, adhesive, syringes, needles, 
scissors, hemostats, suture needles, sutures, trans- 
fusion and intravenous sets, etc. Operating-room 
and ward supplies are to be replenished as needed. 
Dressing drums and dressing carts on the various 
wards can be requisitioned in. case of need and 
sent as emergency first-aid carts to the reception 
ward. 


14 The Laundry Manager will prepare to send 
additional blankets, sheets, pillow cases, gowns, 
towels, etc., to the various wards and operating 
rooms as called for. 


15 The Storekeepers will keep the storeroom 
open and be ready to send out additional quanti- 
ties of plasma, serum and other supplies. 


16 The Housekeepers will assemble their de- 
partmental porters near to their respective offices 
and be ready to send them to render assistance 
where and as needed (transport patients, supplies, 
messenger service, etc.) 


With the first notice of a catastrophe, the main 
hospital housekeeper will obtain about 5 additional 
stretchers, 5 additional wheel-chairs and 5 intra- 
venous poles from near-by wards and assemble 
them in the basement corridor east of the radio- 
therapy department. As any of these are with- 
drawn for use in the reception ward, others will 
be brought down from the nearby wards and kept 
ready. Housekeepers will see that waste materials 
are removed frequently and general cleanliness 
maintained. 


17 The Supervisors of the Private and Semi- 
Private Pavilions will arrange to have some of the 
vacant rooms and beds in the pavilions made 
ready for the reception of casualties who may 
elect to enter the Pavilions as private patients. 


18 The Radiotherapy Department, which is 
equipped with examining tables, instruments, and 
sterilizers, will be prepared to care for an over- 
flow by day, by stopping treatments under way 
and sending all waiting patients to their wards or 
homes. 
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19 Several Social Workers, by day, will be as- 
signed by the department head to serve in the re- 
ception and other wards as above, to help with 
records, charts, information, messenger service, 
handling of relatives, and friends. Names of wait- 
ing relatives, listed according to patients’ names, 
are to be obtained and kept in the social service 
office in case donors are needed. 


20 Bloodbank—The Hematology Staff will pre- 
pare to give emergency transfusions with “bank” 
blood and plasma and serum from the storerooms. 
Relatives of patients in waiting rooms may be 
used as blood donors if needed. In London, it is 
reported that one in nine injured required trans- 
fusion therapy and that each averaged 3 transfu- 
sion units, 500 cc blood or its equivalent. In other 
words, one had to prepare an average of 500 cc 
of transfusion blood or its equivalent for every 3 
casualties. The same proportions were experi- 
enced in. Pearl Harbor. 


21 The Pathologist and Morgue Keeper will 
arrange to provide any needed services. The 
morgue keeper will receive all dead, safeguard 
their clothes and belongings, if not already taken 
care of, keep a complete memorandum of all iden- 
tifying data, and forward this data at frequent 
intervals to the main information. desk. 


22 The Engineering Department will assemble 
an emergency crew from personnel on duty and 
be ready to provide portable emergency lights and 
other emergency mechanical service as called for 
by the assistant director. 


23 The Dietary Department will prepare to 
give a canteen service—coffee, milk, crackers, 
soup, sandwiches, etc.—to personnel in the recep- 
tion ward and operating rooms, and also to pro- 
vide emergency nourishment for waiting casual- 
ties. 


Resume of Service Division and Responsibility 


Administration—Assistant Directors 

Direction of medical first-aid (doctors, nurses, etc.) 
Surgeon-in-Charge 

Assignment of physicians to posts—Surgeon-in-Charge 

Nursing Distribution—Superintendent of Nurses, Super- 
visors 

Distribution of patients designated to wards—Admit- 
ting physician 

Anesthesia—Medical Anesthetist 


Medical and surgical supplies—Central Supply Room, 
Pavilion and Operating Room Supervisors, Storekeepers 


Bedding, blankets, linens, ete —Laundry, Pavilion Super- 
visors 


Stretcher service—Head Orderly, Porters 

Transfusions—Hematology Staff 

Mortuary—Pathologist, Morgue Keeper 

Records — Admitting Room Clerks, Social Service 
Workers 
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Patients’ clothing and valuables—Head Orderly, Ad- 
mitting Clerks, Social Worker 


Newspaper and official contacts—Assistant Directors 


Information service—Main hall desk (Reports to be re- 
ferred to Assistant Directors) 


Messenger service—Main hall desk, Housekeepers 

Relatives—Main hall and visitors waiting spaces 

Protection service—Custodians, Patrolmen, 23rd Pre- 
cinct 

Canteen service—Dietary Department 

Emergency Equipment—Engineering Department 

Porter service—Housekeeping Department 


Location of Wheel Stretchers 
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General Instructions to All Departments 


Instructions are being issued specifically for de- 
partments and are meant to supplement general 
instructions previously issued and applicable to 
the hospital as a whole, if and when the city goes 
on an alert basis for possible raids. IT DOES 
NOT APPLY TODAY. 


When you leave your office for the day, make 
sure that all lights are turned off, windows closed 
and window-shades pulled down. Typewriting 
desks should also be closed. 


Air Raid Alarm—Signals will be sounded by 
the roof whistle with which everyone should now 
be familiar (subject to later change if the Central 
Authorities so order)—see Bulletin No. 1 in ward 
nurses’ office. 


Clinical Secretaries 
Bulletin No. 11 


When the “ALARM” signal (not the 
“ALERT”) is sounded, the Clinical Secretaries 
should proceed as follows: 


Close typewriting desk. 
Turn off electric lights. 
Close windows and pull down shades. 


Report immediately to nurse in charge of 
ward on which your office is situated and 
place your services at her disposal. Your 
assistance may be needed to move patients, 





D A separate Bulletin (17-B) will deal later with details 
of } sia Staff participation. 
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fill tubs with water, procure cans of sand, 
turn off all unnecessary gas burners and pilot 
lights, etc. The secretary on the Psychiatric 
Service should report to the charge nurse in 
Ward P. 


Remain, on the ward as long as your assist- 
ance is needed. 


When and if the ward charge nurse indi- 
cates that you are no longer needed, you may 
lie or sit on the floor near walls of the center 
corridor but away from outside walls, doors, 
windows, and the stairway and elevator 
shaft. 


Do not use telephone except in emer- 
gency. 
Do not use the elevators. 


At all times, avoid panic and excitement 
and instill confidence in others by your own 
demeanor and comportment. 


Record Room and Library Clerks 
Bulletin No. 12 


When the “ALARM” signal (not the 
“ALERT”) is sounded, the Record Room and Li- 
brary clerks should proceed as follows: 


Close all typewriting desks. 
Close windows and pull down shades. 
Turn off lights. 


Valuable records which can be moved 
easily, such as the diagnostic index, should be 
moved away from the windows and outside 
wall. 


Secure and fill buckets with water and 
place these and the cans of sand already sup- 
plied in accessible locations, but not where 
they will act as barriers to traffic. 


Remove chemical fire extinguishers from 
wall and place these and sand cans in accessi- 
ble locations, but not blocking passageways. 


Leave the Record Room and Library and 
take a position near the House Staff Elevator 
hallway; lie or sit down on the floor away 
from windows, outside walls, staircases and 
elevator shafts. 

Be prepared to proceed to some other part 
of the hospital to render assistance if needed. 

Do not use elevators or telephones except 
in emergency. 

At all times, avoid panic and instill confi- 
dence in others by your demeanor and com- 
portment. 











Follow-Up Department and O.P.D. 
Social Service 


Bulletin No. 13 


When the “ALERT” signal is sounded, the 
O.P.D. Social Workers and Follow-Up Secretaries 
should proceed as follows: 


Medical examinations, if in progress, 
should be stopped, and all undressed patients 
told to dress. 

Patients living nearby should be sent home 
unless the local warden. issues instructions to 
the contrary. 

Do not use telephone except in emergency. 


When “ALARM” sounds, do as follows: 

Turn off electric lights. 

Close windows and pull down shades. 

Close typewriting desks. 

Fill available pails with water and place 
these and chemical extinguishers and sand 
cans in accessible places but not blocking 
passageways. 

Assemble any patients who remain and 
take them to the first or second floor hallway 
away from windows and outside walls and 
elevators. Sitting or lying on the floor is con- 
sidered the safest posture. 

Do not use elevators or telephone except in 
emergency. 

At all times, avoid panic and hysteria, in- 
still confidence in others by your demeanor 
and comportment. 


Main Hall, Private and Semi-Private 


Information Clerks, Hall Boys, Elevator Opera- 
tors, Custodian, Night Watchmen 


Bulletin No. 14 


With the sounding of the “ALARM” (not the 
“ALERT”) you will proceed as follows in your 
part of the hospital: 


Close windows and pull down shades. 

Turn off unnecessary lights. 

Secure and fill water buckets, if any are 
stored ordinarily near yours position; make 
sure that cans of sand, if already supplied to 
you, are easily available but not so placed as 
to create a barrier to traffic. 


Nearby chemical fire extinguishers should 
be placed on the floor where they will be 
easily accessible (but not blocking passage 
ways). 

Do not use the elevators or telephones ex- 
cept in emergencies. 
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At all times, avoid panic; instill confidence 
in others by your demeanor and comport- 
ment. 


Information Clerks (Including Floor Clerks in 
Private Pavilion) —To continue at their posts to 
answer questions, direct the public, receive and 
transmit messages over the telephone, and carry 
out any specific instructions which may be pre- 
pared for a particular post, to assist department 
heads, head nurses, and supervisors in protective 
measures in their areas. 


Hallboys—Messengers already at their stations 
should remain there and be sent only on urgent 
and important errands. Messengers away on 
errands should return as promptly as possible to 
their respective stations in order to be available 
for urgent messenger service to render assistance 
in other parts of the hospital where needed. 
Record should be made of where messengers are 
sent during an “ALARM” so that they may be 
recalled if needed. 


Elevator Operators— 

Operators must remain at their posts. Ac- 
cording to reports from Britain, the mainte- 
nance of elevator operation was considered 
next in importance to the maintenance of 
casualty stations and operating rooms. The 
elevators must be ready for the transporta- 
tion of patients and protective personnel. 

Bed, stretcher, and wheelchair-patients will 
be given priority in the elevator over ambula- 
tory patients and hospital personnel, except 
nurses, orderlies and aides who are accom- 
panying these patients, and personnel who 
are responding to an urgent call from some 
other part of the hospital. 


When. not in actual use, the elevators 
should be stationed on the main floor with 
the door open and the operator out of the cab 
but within reach and hearing of the call 
signal. 

During a blackout, the elevator light should 
be turned out (unless running in an interior 
shaft without outside windows and with the 
skylight completely blacked out). Use flash- 
light to illume the landing. 


Custodians— 

Depending on the number available at the 
time, custodians will take the following sta- 
tions in this order: 


Main Hall and Waiting Rooms 
Children’s Pavilion 
Reception Ward. 


The O.P.D. Custodian will remain in 
O.P.D. during the day. 
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With an “ALARM” each custodian should 
make a quick inspection of nearby areas with 
respect to windows, lights, shades, etc. 


Visitors and persons coming into the hos- 
pital from the street seeking shelter should 
be directed away from main doors, windows 
and outer walls, and sent to the basement 
waiting room or other designated shelter 
areas and instructed to sit or lie on the floor 
away from windows and outer walls. 


Routine work without patients can go on during 
an “ALERT.” With the “ALARM,” movable 
photographic equipment should be put in the 
safest protective area in the Department. 


Secretaries, Cashiers, Historian, and Account- 
ing Office Clerks— 

If no special functions have been assigned, 
these may proceed with the “ALARM” to any 
designated shelter area or to the second or 
third floor administration halls. 


Cashiers will close and lock safes, desks, 


Night Watchmen—If on rounds, continue to 
end, seeing that lights, windows and shades are 
in proper order and then return to the main desk 
and follow instructions for custodians. 


and cash drawers. 


Hospital Vault is to be closed by Account- 
ing Office person in charge. 










Adnministrative Groups 


Telephone Operators, Historian, Cashiers, 
Secretary’s Office, Photographer 


Bulletin No. 15 


When “ALARM” (not the “ALERT”’) sounds, 
do as follows: 


Turn off unnecessary lights. 
Close windows and pull down shades. 
Close typewriting desks. 


Fill available pails with water and place 
these and chemical extinguishers and sand 
cans in accessible places but not blocking 
passageways. 


Do not use elevators or telephone except in 
emergency. 


At all times, avoid panic and hysteria, in- 
still confidence in others by your demeanor 
and comportment. 


Telephone Operators— 

It is of utmost importance that the tele- 
‘phone switchboard continue to function dur- 
ing an air raid. All telephone operators must 
therefore remain at their posts. 


As long as the radio is functioning, keep it 
tuned in for radio instructions. 


It is particularly important that telephone 
operators avoid any signs of panic and to in- 
still confidence in others by voice and de- 
meanor. The unhurried voice with a smile 
would be a real help in an emergency. 


Receiving Office and Storeroom Personnel 
Bulletin No. 16 


When you leave the Receiving Office or Store- 
room for the day, make: sure that all lights are 
turned off, windows closed, and window-shades 
pulled down. Do not leave any inflammable ma- 
terials about at any time; clean up promptly and 
dispose of packing cases, excelsior, etc. Arrange 
Storeroom space so that perishable and inflamma- 
ble goods, e. g., flour, sugar, canned goods, paper, 
are away from the windows. 


It will be necessary and important to keep the 
Storerooms functioning during an air raid; there- 
fore the Receiving Office and Storeroom personnel 
will be expected to service them. 


When the “ALARM” signal (not the 
“ALERT’”’) is sounded, the Storeroom and Receiv- 
ing Office employees should proceed as follows: 


Close all windows and pull down shades. 
Turn off unnecessary lights. 


Finish immediate receipt of goods and urge 
delivery trucks to park where they will be in 
no one’s way. Leave yard gate unlocked dur- 
ing the Alarm. 


Secure and fill buckets with water, and 
place these and the cans of sand already sup- 
plied, in accessible locations, but not where 
they may block traffic. 

Remove chemical fire extinguishers from 
the wall, and place these and sand cans where 
they can be easily reached, but will not ob- 


Photographer—Patient photography will be 
discontinued on the sounding of the “ALERT,” 
ward patients returned to wards, and ambulant 
patients sent to their homes if they live nearby 
and desire to return. O.P.D. patients, who cannot 
be sent home, are to join other patients on the 
second floor waiting room of the O.P.D. Annex. 
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struct. 


Receiving Office employees, when no longer 
needed in the Receiving Office, should report 
to the Main Storeroom or to the Engineer for 
emergency service. 


Storekeepers are to be ready to deliver 
goods and materials from the Storerooms 
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upon authorization of the Director or one of 
his assistants, in case casualties are brought 
In. 
Do not use elevators or telephones except as re- 
quired for the delivery of supplies. 

At all times avoid panic and instill confi- 
dence in others by your demeanor and com- - 
portment. 


Medical Staff 
Bulletin No. 17-B 


Organization of Medical Staff for Handling Large 
Numbers of Casualties 


Under the direction of Doctor Neuhof, Surgeon- 
in-Charge of Emergency Service, and Doctors 
Edelman and Touroff as deputies, members of the 
visiting and house staffs will be organized to ren- 
der emergency aid in the Reception Ward and in 
other hospital areas set up as casualty stations. 


Care in wards and operating rooms of admitted. 


patients will be rendered by various service staffs 
as now. 


Active treatment to casualties may require: 


Simple first-aid measures by the emergency 
staff 

X-ray diagnosis by the x-ray department 
staff 

Transfusion therapy by the blood bank 
staff and others 

Fracture care in reception ward, wards, 
and operating rooms by orthopedic and sur- 
gical staffs 

Operative care in the operating rooms by 
the regular surgical staffs 


During an emergency, members of the visiting 
medical staff (in the hospital at the time) and 
house staff will be paged and asked to report 
promptly to the reception ward where they will be 
subject to medical direction and supervision by 
the Surgeon-in-Charge and his deputies and will 
undertake diagnosis and emergency treatment of 
all casualties. 


Physicians not in the hospital at the time will 
be called, as needed, from previously prepared 
lists. First calls will go to those who are nearest 
to the hospital and best able to come on foot if 
other means of transportation are not available. 
Physicians living in more distant zones will be 
called only if necessary. 


Administrative direction and supervision of 
personnel, matters dealing with admissions, rec- 
ords, distribution of patients to wards, procure- 
ment of supplies, and all other non-medical activ- 
ities will be carried out by the administrative and 
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departmental officers on duty at the time in ac- 
cordance with plan outlined in Bulletin No. 17-A. 


Various Diagnostic and Therapeutic 
Services 


Electrocardiography, Physical Therapy, Electro- 
encephalography, Dental, Radiotherapy, 
Occupational Therapy 


Bulletin No. 18 


When you leave your department for the day, 
make sure that all lights are turned off, windows 
closed and window shades pulled down. Typewrit- 
ing desks should also be closed. 


Air Raid Alarm—Signals will be sounded by 
the roof whistle with which everyone should now 
be familiar (subject to later change if the Central 
Authorities so order)—see Bulletin No. 1. 


When the “ALERT” signal is sounded, nurses, 
technicians and others should proceed as follows: 

Medical examinations and treatments, if in 
progres, should be completed and all un- 
dressed patients directed to dress. 

Out-patients living near by, should be sent 
home unless the local warden gives contrary 
instructions. 

In-patients should be returned to their 
rooms and wards. 


Unless an “ALARM” actually sounds or follows 
the “ALERT,” personnel should go on with all 
other routine duties. With the sounding of the 
“ALARM,” however, any remaining patients 
should be quickly returned to their departments, 
if possible, and others congregated in the shelter 
areas indicated below. Nurses, technicians and 
others are to stay on in the department, if needed 
to serve as monitors to remaining patients and 
also as watchers. 


In addition, with the sounding of the “ALARM” 
the following steps should be taken: 


Turn. off unnecessary electric lights and gas 
appliances. 
Close windows and pull down shades. 


Close typewriter desks. 


Fill available pails with water and place 
these and chemical extinguishers and sand 
cans in accessible places but not blocking 
passageways. 

Assemble any patients who remain and 
take into the central corridors away from 
windows and outside walls and elevators. 
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Sitting or lying on the floor is considered the 
safest position. 

Do not use elevators or telephone except in 
emergency. 

At all times, avoid panic and hysteria, in- 
still confidence in. others by your demeanor 
and comportment. 


Shelter areas for the above departments are in 
the following areas (subject to later changes) : 


Electrocardiograph Department—Admin- 
istration central stair hallway. 


Radiotherapy Department—Administra- 
tion central stair hallway and O.P.D. Annex 
corridor. 


Dental Department and Occupational Ther- 
apy—Administration central hallway, third 
floor. 


Physical Therapy Department—Adminis- 
tration central hallway, fourth floor. 


Electroencephalograph De partment— 
Wards O and P (except for roof watchers). 


Admitting Office and Reception Ward 
Bulletin No. 19 


The Admitting Office and the Reception Ward 
are key departments in the hospital and must con- 
tinue operation during an air raid. One person 
must remain on duty in the admitting office at all 
times, and all personnel in the Reception Ward 
must remain at their posts as this ward may well 
become the busiest part of the hospital. 


When the “ALERT” signal is sounded, the ad- 
mitting room and the Reception Ward personnel 
will proceed as follows: 


Medical examinations of applicants for ad- 
mission, if in progress, should be hastened to 
completion and all undressed patients told to 
dress. 


Applicants for admission presentng non- 
urgent conditions should be sent home, unless 
the local warden issues instructions to the 
contrary. Applicants presenting conditions 
in need of urgent admission should be passed 
through rapidly and sent to their assigned 
wards; also patients already admitted, but 
waiting to be transferred to the wards, 
should be sent there forthwith. 


When the “ALARM” sounds, proceed as fol- 
lows: 


Turn off all unnecessary lights and any 
open gas flames. 
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Close windows and pull down shades. 


Fill available pails with water and place 
these and chemical extinguishers and sand 
cans in accessible places without blocking 
passageways. 


Do not use elevators or telephone, except in 
emergency. 


Close typewriter desks in the admitting 
room. 


If there is no time or means available to 
transfer admitted patients to distant wards, 
they may be sent to the basement area near 
the central administration stairway as a shel- 
ter area. Sitting or lying on the floor is con- 
sidered the safest position. 


At all times avoid panic and hysteria; in- 
still confidence in others by your deme2nor 
and comportment. 


Special Instructions from the Head Engineer to 
the Engine-Room Crew on Steps to Be Taken 
in the Event of an Air-Raid Alarm 


High-pressure steam is to be reduced in the 
boilers, the high-pressure steam lines, and other 
high-pressure vessels, by carrying out certain 
valve and other operations listed in the detailed 
memoranda, which will stop the fuel oil pump, 
close the burners, open certain by-passes, etc. 
This will lower the pressure of the steam in. about 
ten minutes, and reduce the danger of steam rup- 
ture and explosion secondary to bombing. If the 
air-raid is of short duration, the steam pressure 
can be restored in 15-30 minutes by reversing 
these operations, since at this time the furnace 
will still be hot—or at least warm—and the boilers 
full of hot water. 


The central ammonia refrigerating plant will 
be taken out of service by reducing the pressure 
on ammonia condensers, receiver, and lines, fol- 
lowing the detailed instructions for the particu- 
lar machines. This will reduce hazards of fire, 
explosion, and from ammonia gas. 


Electric light and power will be transferred 
from the steam generators to the Diesel genera- 
tors, and if necessary to the break-down public 
utility service. The steam engine should be per- 
mitted to turn over to aid in dissipating the excess 
steam, as in paragraph 1. Engineers are to stand 
by to operate the main electric distributing panels 
and to start all necessary electric auxiliaries. 


The reservoir air pressure connected with the 
air-pressure equipment will be reduced from 90 to 
15 pounds, which will be enough to maintain the 
essential utilities operating under air-pressure 
control. 
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Price Trend of Hospital Commodities 


McGill Commodity Service, Inc., Auburndale, Massachusetts 


Sponsored by the Committee on Purchasing of the Council on Administrative Practice 


Plant conversion to war goods is progressing 
; but not fast enough. It is obvious that the 
Government will crack down on civilian produc- 
tion with a bang over the next two months. At 
the moment there are three phases which hold 
the spotlight: First, the status of employment; 
second, the cost of living, and third, the under- 
lying trend of Commodity Prices. 


Te crisis of the war effort is now at hand. 


Employment 


Our national labor force at the beginning of the 
year was estimated at 52,400,000. Unemployed in 
January approximated 4,200,000. Factory em- 
ployment reached a peak last October, and since 
that time the total has fallen off moderately, al- 
though the general level has held well above any- 
thing prior to the summer of 1941. The limita- 
tion orders on many consumer goods industries 
will cause a moderate increase in unemployment 
during the near term. However, complete con- 
version of automobile, radio, refrigerator, type- 
writer, and other industries to armament produc- 
tion will result in new peaks in employment by 
the early summer. The conversion of the auto- 
mobile industry is now expected to become ef- 
fective more rapidly than at first believed. The 
automobile companies as a whole will undoubtedly 
have as many people at work by next summer as 
they had at the peak in the spring of 1941. The 
number of workers now employed on direct war 
production is not more than six million. This 
figure will be doubled within a very few months 
and tripled by the end of the year. Remember, 
women are destined to play an exceedingly im- 
portant role in the labor supply situation as 1942 
progresses. 


The change-over period will pass without any 
great slackening in total employment. “Priorities 
unemployment,” which was expected a few 
months back to be so heavy this winter and 
spring, will not result in any great dislocation of 
employment or purchasing power. Factory pay 
rolls are now by far at the highest level ever 
reached. The Bureau of Labor Pay Roll Index 
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for January was placed at 173.2, as compared with 
170.2 in December 1941; 120.7 in January 1941, 
and 99.8 in January 1940. The rate of gain dur- 
ing 1941 raised factory pay rolls approximately 
44 per cent. Total farm income during this same 
period increased 27 per cent—now at the highest 
level in approximately twenty years. 


Cost of Living 


Figures compiled by the Bureau of Labor show 
that the overall increase in the general cost of 
living during 1941 was about 11 per cent. This 
is a substantial advance, as usually the cost of 
living does not vary more than 3 or 4 per cent 
from year to year. However, offsetting this rise 
has been the tremendous increase in employment, 
factory pay rolls, and farm income. People today 
have more money to spend on the necessities than 
for many years past. This is well known, of 
course, and it will make necessary the heavy taxes 
expected during the next few years to siphon off 
excess purchasing power and reduce the income 
level more in alignment with the supply of goods 
available for civilian consumption. 


A further marked rise in the cost of living can- 
not help but occur during 1942. Economic forces 
now in motion indicate rising wholesale and re- 
tail prices generally, despite the control measures 
which are being widely employed. Clothing prices 
on the average increased about 15 per cent during 
1941; food costs were up about 19 per cent; house 
furnishings, 18 per cent, while rents and fuels 
showed only small increases. The dislocation in 
defense areas has, of course, been far more pro- 
nounced with rent levels, especially, jumping 
sharply in certain communities. By and large, 
however, the restrictions on automobile and tire 
sales and other consumer durable goods leaves 
available a large amount of money which will 
compete actively for the supply of consumer 
goods. Not more than 10 per cent of our popula- 
tion will ever be in the armed forces, while 90 
per cent must fight this war on a different front 
—at home. Important factors to contend with 
are the rising cost of living and a decline in the 
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standard of living because of increased taxation 
and a diminishing supply of all luxury and civilian 
goods in general. 


Commodities Prices 


Currently, there are 106 formal price sched- 
ules, 8 temporary price schedules, 83 voluntary 
price ceilings, while there are 54 limitation or- 
ders and 130 “M” orders. Despite the strong 
control measures now in operation, the McGill 
Commodity Price Index has advanced steadily 
since our entrance into the war in early Decem- 
ber. It is true that industrial prices have main- 
tained relative stability, yet at present levels, the 
Industrial group is at the highest peak since Sep- 
tember 1928. The other two major groups com- 
prising this index—Agricultural and Livestock— 
have staged substantial advances in the past year. 
In the case of the Agricultural Index it has ad- 
vanced 40 per cent, while Livestock is up 46 per 
cent. The minor groups in some cases show tre- 
mendous inflation when compared with last year. 
Vegetable Oils, for instance, are up 72 per cent, 
and Coarse Textiles, reflecting the tremendous 
increase in. burlap prices, have advanced 23 per 
cent. 


It will be difficult for the Government to pre- 
vent a slowly rising price structure. In the first 
place, producing costs, based primarily on wage 
rates, are still moving upward. As pointed out 
earlier, factory pay rolls are at an all-time peak 
and, also, there is a scarcity of labor on the farms. 
In the second place, the price of raw materials to 
the ultimate consumer will be increased through 
higher freight and insurance costs. These ad- 
vances will be reflected in the price of finished ma- 
terials. Original OPA price schedules in many 
instances have been revised upward to compen- 
sate for higher costs and also to create an incen- 
tive for increased production. Many of the price 
ceilings now established will be raised by mid- 
year. The inflationary forces which have been in 
motion since World War II began in 1939 seem 
certain to bring another 10 to 15 per cent advance 
in commodity price levels during the balance of 
1942, 


Drugs and Chemicals 


The underlying trend of drug and chemical 
prices remains inescapably upward. A survey 
clearly shows that domestic production is rapidly 
entering consuming channels, and reserve stocks 
are far from abundant in terms of indicated con- 
sumption. Bear in mind that the successful Jap- 
anese conquest in the Far East is bound to force- 
fully affect the supply situation of all commodi- 
ties that are peculiar to that district. Japan now 
holds captive the world center of the quinine and 
cinchona bark industries. There will be increas- 
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ing Government control over supply and prices 
of drugs and chemicals in general, but it is a fore- 
gone conclusion that there can be no escape from 
a tight supply situation for most items, and fun- 
damentally, the price trend is upward. 


Paper Products 


Paper production will be maintained at capacity 
levels for at least the first half of the year. There 
is some prospect of a decline in production during 
the second half, however, because of the growing 
difficulty in obtaining machinery and replacement 
parts. Since the Government’s request to reduce 
paper inventories, there has been a falling off in 
new orders and the volume is now slightly below 
the production rate, whereas in late 1941 it was 
substantially above. Government requirements 
for nitrating pulp will eat into the 1942 supply. 
Direct and indirect defense needs will take ap- 
proximately 30 per cent of the total output. War 
needs will largely center in wrapping papers and 
paper board. No basic change in prices is indi- 
cated, but the ultimate cost to consumers will be 
increased through the medium of higher trans- 
portation costs. It is a question whether the bal- 
ance of the year can be bridged without some in- 
crease in producers’ prices. Manufacturing costs 
are headed toward higher levels, and the supply 
of labor is none too plentiful. 


Cotton Goods 


The Secretary of Agriculture has requested 
that cotton growers plant their full national al- 
lotment of 27,400,000 acres this season. This will 
compare with a harvested acreage of 22,376,000 
last year, and based on the law of averages the 
1942 crop should exceed 12,000,000 bales. Con- 
sumption is at record levels, the free supply is 
diminishing, and the efforts of the farm bloc rep- 
resent forces that are working for a continuation 
of relatively high prices. Recently, the narrow 
fluctuations in raw cotton prices have held the 
price list of cotton goods on a fairly stable basis. 
No important price weakness is in prospect, al- 
though moderate concessions could easily mate- 
rialize. The main point to keep in mind is that, 
from a long-range standpoint, higher prices for 
cotton goods and textiles in general are strongly 
indicated. 

Fuels 


This is one of the most important phases to 
study today. WPB officials are urging all con- 
sumers of bituminous to stock maximum inven- 
tories. The basic problem is not one of the ability 
to produce but rather one of transportation. Later 
on there can be no escape from serious delays in 
delivery, and it would not be at all surprising to 
witness priorities in shipping. In regard to fuel 
oil, supplies on the East Coast are below normal. 
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Heavy shipments by rail have failed to offset the 


slowing up of the tanker movement. Rationing 
for both industrial and civilian users has been 
established, but it is a question whether this type 
of allocation will prove successful. The situation 
is bound to become worse before there is any basic 
improvement. This is likewise true in the case 
of gasoline and lubricants. Rationing of gasoline 
starts in Canada April 1, and plans are now being 
worked out which will result in a rationing pro- 
gram in the United States which could affect the 
Atlantic and Pacific Seaboards as well as the en- 
tire nation. 


Groceries 


During the past year the price trend has moved 
upward with hardly any interruption. The latest 
estimate of the Wholesale Grocery Index issued 
by the National-American Wholesale Grocers’ As- 
sociation stands 35 per cent over the level in ef- 
fect in February, 1941. There is little hope of 
any outstanding stabilization of prices, particu- 
larly foodstuffs. The powerful farm bloc is op- 
posed to price ceilings until prices reach 110 per 
cent of parity. The underlying trends of produc- 
ing costs—labor and transportation—are still on 
the up grade. The Government will earmark a 
growing percentage of 1942 production of foud- 
stuffs for the Army and Navy as well as for lend- 
lease shipments. Incidentally, it is the advanc- 
ing price of foodstuffs that is now having the 
most profound effect upon the rising trend of liv- 
ing costs. 


Dairy Products 


The price of butter, cheese, and eggs will be 
subject to some weakness along seasonal lines 
over the course of the next two months. True, 
Government purchases of butter will be of large 
proportions, and domestic consumption will hold 
on a high plane. However, the stage is set for a 
record-breaking production and cold storage hold- 
ings are more than double year-earlier figures. 
Likewise, in the case of cheese, stocks are mate- 


rially above the normal complement. The period 
of flush production is directly ahead, and an in- 
evitable increase in stocks between now and ‘he 
fall will work against price strength; in fact, some 
weakness of a seasonal character should occur 
during the late spring. Egg production will easily 
reach a new record during the next five months, 
which will be offset by heavy Government pur- 


‘chases and shipments under the lend-lease act. 


Prices have already dropped substantially from 
the peaks earlier in the winter. Purchases of 
good-quality April eggs for seasonal account 
should represent a sound investment this year. 


Note: In recent months the interest in eco- 
nomic trends has increased materially judging by 
the number of inquiries the McGill Commodity 
Service has received from hospitals all over the 
country. It is obvious that hospital costs have 
increased in a substantial manner since the out- 
break of warfare in September 1939. In almost 
all cases studies are now being made in the en- 
deavor to determine whether these costs have 
mounted more rapidly than costs in general, or 
whether costs have exceeded the general average 
or are lagging. As it is quite apparent that major 
changes are still ahead, a new series of monthly 
indices has been prepared which will throw some 
light of a fundamental nature on basic conditions. 


The following table presents the McGill Index 
of All Commodity Prices which is comprised of 
119 commodities. Also tabulated are the monthly 
changes in the three major groups of the McGill 
Index—Industrial, Agricultural, and Livestock. 
The Factory Employment and Pay Roll Indices 
are compiled by the U.S. Bureau of Labor, which 
is also the case in the Cost of Living Index. The 
Wholesale Grocery Index is published by the Na- 
tional American Wholesale Grocers’ Association. 
This entire new set-up should be of more value to 
hospitals in studying basic changes in costs and 
expenses than the tabulation of individual com- 
modity groups previously published. 





MONTHLY INDICES FOR HOSPITALS 


(1926 = 100) 
Mar. Mar. Mar. Mar. Mar. Mar. Mar. Jan. Feb. Mar. 
1935 19386 1987 1988 19389 1940 1941 1942 1942 1942 
ALL COMMODITIES’ ........... eee. ee 73.2 86.0 12.2 68.2 70.5 76.5 92.5 93.7 94.7 
PON ORI By oa ictiie oes CAs rele diva Seis Riseie ane 69.7 71.5 85.2 74.2 71.8 77.3 82.0 92.4 92.7 92.8 
NORRIE Foc icte cic Soloigies ORaee we oa, 65.9 65.9 82.0 59.5 54.6 64.5 64.2 87.9 87.6 87.7 
DMN ae ee oot sc ches cae came emes 82.6 84.9 90.8 77.4 73.6 58.2 76.6 101.6 107.4 111.5 
Factory Employment’ ................. 91.0 93.9 110.1 91.2 97.0 1044 119.9 132.5 185.0* 135.4* 
cn Ae ye) | a ea 74.4 80.5 105.9 77.8 88.8 99.8 181.2 173.2 173.9% 174.5* 
Wholesale Grocery Index’.............. 86.1 86.8 91.9 78.7 72.7 79.1 84.4 107.6 108.5 109.2* 
LO 2 ae ae ee een ae pay rae 97.8 98.8 101.8 100.9 99.1 99.8 . 101:2 111.9 113.2* 114.5* 


1McGill .Index 

£Bureau of Labor ; 
8’National-American Wholesale Grocers’ Association 
*Estimated 
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Liability of Sanatorium for Suicide 
James v. Turner et al. (Tenn.) 


The widow of a patient filed this suit against 
Turner and others to recover damages for the al- 
leged wrongful death of her husband in a sanato- 
rium operated by defendants. Trial of the issues 
resulted in a verdict of $12,000, the lower court 
setting aside this verdict and entering judgment 
in favor of the defendants. However, the plaintiff 
took an appeal to the Court of Appeals, which 
court reversed the judgment of the trial court. 
Here, the Supreme Court of Tennessee reversed 
the judgment of the Court of Appeals, and af- 
firmed the action of the trial court in setting aside 
the verdict of the jury. 


From the evidence it appeared that plaintiff’s 
husband had been admitted to the institution op- 
erated by defendants for the purpose of receiving 
treatment. Plaintiff had previously conferred 
with the defendants, who were thereby acquainted 
with the history of the patient. Upon the day 
when the patient took his life he had been walk- 
ing about the grounds of the institution, accom- 
panied by a guard. Suddenly the patient ran 
from the guard, climbed a ladder leading to a 
water tank, plunged into the tank and drowned. 


The fundamental question was whether the de- 
fendants had been guilty of failing to use reason- 
able care in the handling of the patient. Of this 
question it was said: 


“The institution, having received Mr. 
James as a patient, owed him the duty of ex- 
ercising reasonable care for his safety, the 
degree of care depending upon the circum- 
stances of the case, and it should be borne in 
mind that the institution was apprised of his 
highly nervous condition and also of his 
threats of suicide. It was incumbent upon 
the plaintiff to show some fact or circum- 
stance from which reasonable minds might 
draw the inference that there was some neg- 
ligence which would make a jury question. 
... It is undisputed that Doctor Turner told 
the plaintiff and deceased’s brother that they 
had a sufficient number of guards or attend- 
ants to care for Mr. James, but it is also un- 
disputed that Doctor Turner also told them 
that they had no legal authority to restrain 
the deceased or to use force. ... 
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Recent Legal Decisions Important to Hospitals 





“The basis of plaintiff’s suit must be 
grounded upon some act of negligence. This 
act we fail to find in this record. It therefore 
results that the judgment of the Court of 
Appeals will be reversed and plaintiff’s suit 
dismissed with costs.” 


Recovery of damages has been allowed in some 
cases of the type noticed here. However, the 
facts of those cases have differed from the one 
under discussion, notably in that in the other 
cases, the patient has been permitted to escape 
at a time when his nurse, or attendant, had left 
him for a sufficient period of time to raise the 
inference that that nurse, or attendant, was neg- 
ligent merely in leaving the patient alone long 
enough for him to do away with himself. Or, in 
other cases, recovery has been allowed where no 
attendants were provided to watch over the pa- 
tient. 


It is of interest to note that the Supreme Court 
of Tennessee later denied a petition for rehear- 
ing of this case, thus doubly affirming the judg- 
ment of the trial court. 

ee ree 


Liability for Injury to Visitor 
Sandwell v. Elliott Hospital (N. H.) 


Plaintiff’s husband had been confined to the de- 
fendant hospital, and plaintiff was injured by a 
fall upon an icy driveway at a time when she 
had entered defendant’s premises for the purpose 
of visiting her husband. She brought suit to re- 
cover damages for those injuries. Trial of the 
issues by the jury resulted in a verdict in favor of 
the plaintiff. However, upon this appeal, a judg- 
ment was entered in favor of the defendant. 


In distinguishing between this and other cases, 
the court used this language: 


“The relationship of a patient’s visitor to 
a hospital has usually been described as that 
of an invitee or a ‘business visitor,’ without 
reference to whether the entrant is a pure 
caller, or comes to help the patient to enter 
or to leave the hospital... 


“We are unable to follow that theory fully. 
The ‘business visitor’ or invitee relationship 
depends upon the mutual benefit of the visit 
to the entrant and the possessor of the prem- 
ises ... If there would have been any benefit 











or advantage to the defendant in the plain- 
tiff’s intended visit to her husband, if it would 
have had even the slightest tendency to for- 
ward the business or promote the interests of 
the defendant, the benefit or the tendency. 
would have been purely incidental .. . 


“She (plaintiff) stands on better than a 
‘gratuitous’ licensee to whom no duty is owed, 
as to the condition of the premises, except to 
warn of dangers actually known by the de- 
fendant and not open to ordinary observa- 
tion by the plaintiff ... Since the icy condi- 
tion and its attendant dangers were fully 
observable and fully appreciated by the plain- 
tiff, no duty was imposed on the defendant.” 


Generally, when a person enters premises such 
as those of a hospital or of a building to which 
members of the public have access, he is to be 
considered as an invitee, the owner being obliged 
to use ordinary care to avoid injuring such per- 
son. However, such a relation presupposes that 
the invitee enters the premises for a purpose of 
mutual benefit; that is, for the purpose of trans- 
acting some sort of business in the building. How- 








ever, in the case of a hospital, it is plain that a 
visitor enters for one purpose—that of seeing a 
patient—and that his visit confers no particular 
benefit to the hospital. Therefore, it follows that 
he is to be regarded as one who is permitted 
merely to enter upon the premises for purposes 


of his own. 
—— —_—_ 


Liability for Negligence of an Employee 


Goldman, Admzx., v. Winkelstein, Defendant, 
Mount Sinai Hospital, Respondent (N. Y.) 


The action here was to recover damages as a 
result of the death of plaintiff’s intestate, al- 
leged to have been caused by the negligence of an 
employee of the defendant. It was pleaded on be- 
half of the hospital that it was operated by a 
charity and that therefore the doctrine of re- 
spondeat superior could not be applied to it. The 
court said: 


“The recognized rule of law now is that a 
charitable institution is not exempt from the 
rule of respondeat superior in the event of 
injury to a beneficiary occasioned by the neg- 
ligence of its servants or employees... .” 





Hibbing General Hospital to Be Operated 
by the Benedictine Sisters 


The Hibbing General Hospital, Hibbing, Min- 
nesota, was formally presented to the Benedictine 
Sisters Benevolent Association on March 1. The 
institution, previously known. as the Rood Hos- 
pital, was rebuilt at a cost of about $250,000. The 
presentation of the property was made by LeRoy 
Salsich of Duluth, chairman of the hospital com- 
mittee and general superintendent of the Oliver 
Iron Mining Company, to the Most Reverend 
Thomas A. Welch, Bishop of the Catholic Diocese 
of Duluth. The hospital will be operated in con- 
formity with the rules, regulations, and practices 
promulgated by the Benedictine Sisters Benevo- 
lent Association, who operate St. Mary’s Hospital, 
Duluth, of which Sister M. Patricia, O.S.M., one 
of the best known and best loved hospital admin- 
istrators in the west, is superintendent. 





Coming Meetings 
1942 
April 6-7—Association of California Hospitals, Los 


Angeles. 
April 8-11—Tennessee Hospital Association, Memphis 


April 9-11—Southeastern Hospital Conference, Mem- 
phis, Tennessee 

April 15—Oregon Association of Hospitals, Seattle 

April 15-17—Hospital Association of Pennsylvania, 
Pittsburgh 
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April 16-18—Carolinas-Virginias Hospital Conference, 
Richmond, Virginia 

April 17-18—Washington State Hospital Association, 
Seattle 

April 21—Alabama Hospital Association, Montgomery 

April 21-23—Ohio Hospital Association, Columbus 

April 23-24—Mid-West Hospital Association, Kansas 
City, Missouri 

April 23-24—Kentucky Hospital Association, Louisville 

April 27-29—Iowa Hospital Association, Des Moines 

May 6-8—Tri-State Hospital Assembly, Chicago 

May 7-9—New Jersey Hospital Association, Atlantic 
City 

May 11—Mississippi Hospital Association, Jackson 

May 13-14—South Dakota Hospital Association, Sioux 
Falls 

May 20-22—Hospital Association of the State of New 
York, Buffalo 

May 24-26—Minnesota Hospital Association, Rochester 

June 15-19—Catholic Hospital Association of the United 
States and Canada, Chicago 

October 9-11—American Protestant Hospital Associa- 
tion, St. Louis 

October 10-12—American College of Hospital Admin- 
istrators, St. Louis 

October 12-16—American Hospital Association, St. 
Louis, Missouri 

November 5-6+—Maryland District of Columbia Hospital 
Association 

November 11—Colorado Hospital Association, Denver 

November 11-12—Kansas Hospital Association, Wichita 

November 12-13—Oklahoma Hospital Association, Enid 

December 3—Utah Hospital Association, Salt Lake City 


1943 
February 18-19—Texas Hospital Association, Fort 
Worth 
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Blue Cross News 


Hospital Care for the American People 


Recommendations by the Hospital Service Plan Commission 
to the American Hospital Association 


The importance of a positive approach to the maintenance of voluntary control over 
the distribution of hospital service led the Commission and Blue Cross Plans to endorse 
the following policies at their winter conference in Philadelphia. They are presented here 
for the consideration of the hospitals which are the foundation for any nongovernment 
program of prepayment hospital service to employed workers and their families. 


tional asset of incalculable value. Their effi- 

ciency and social contribution are traceable to 
their freedom of action under local control, which 
should not be jeopardized. 


Ti community hospitals of America are a na- 


Voluntary programs for wider distribution of 
’ hospital care, and for better adaptation of com- 
munity hospitals to the needs of all employed 
workers and their families, merit consideration 
and support by the general public and government. 


Blue Cross Plans, which have been sponsored by 
the American Hospital Association and local com- 
munities for the past decade, and which provide 
necessary hospital service rather than cash in- 
demnities, are now growing rapidly throughout 
the United States. In some areas one-half of the 
population already is enrolled, and this accom- 
plishment will soon become the typical situation 
for the country as a whole. The voluntary method 
of providing hospital service is thus demonstrat- 
ing its ability to meet the needs of the general 
population. 


Local nonprofit hospital service plans sponsored 
by the hospitals, physicians, employers and em- 
ployees possess social and administrative advan- 
tages over commercial and government programs. 
They give full opportunity to private leadership 
without introducing a commercial motive into the 
prevention and care of illness; without legally 
compulsory participation or additional taxation, 
they provide a national and individual service 
which can be adapted readily to local conditions 
and needs. 


The Commission recommends to the American 
Hospital Association the following program as a 
practical, voluntary and evolutionary approach to 
the provision of hospital care for the American 
people. 
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The immediate establishment by each Blue 
Cross Plan of low-cost contracts for service 
in minimum-rate hospital accommodations, 
at family subscription rates not exceeding 
one per cent of the average annual income 
of the employed workers of each area. 


Cooperation in the development in each 
community of nonprofit plans for medical 
service for hospital cases, sponsored by 
the medical profession, similar to those now 
actively conducted and proposed in many 
States and communities. 


The encouragement of local government 
payments to hospitals for service to 
“needy” persons whose individual or com- 
bined payments are less than the costs of 
necessary service. 


The encouragement of the Federal Gov- 
ernment to provide financial assistance, 
through states, to enable community hos- 
pitals to furnish hospital care for Federal 
and state public assistance beneficiaries, 
including the aged, the blind, dependent 
children, and those on general relief. 


The encouragement of Federal grants for 
improvement and expansion of voluntary 
hospital facilities in defense areas and 
other communities where economic condi- 
tions and unusual health needs require such 
assistance. 


The recommendation to the United States 
Congress, that in view of the present rapid 
growth of voluntary medical and hospital 
service plans, they defer consideration of 
the inclusion of hospitalization payments 
in the Social Security Program. 








Two hundred fifty representatives of Blue Cross 
plans met at the Bejamin Franklin Hotel, Phila- 
delphia, March 4 to 6, for their first winter confer- 
ence since approved plans have become members 
of the American Hospital Association. Many 
problems of administration and community rela- 
tions were discussed, but the theme of the confer- 
_ ence proved to be the interdependence of Blue 
Cross plans and member hospitals in their joint 
effort to serve the American people. 


Rural Development Emphasized 


Methods for reaching farm groups and small 
town residents were described by Arthur M. Cal- 
vin, of Minnesota and E. B. Crawford of North 
Carolina and Leon R. Wheeler of Wisconsin. Farm 
bureaus, granges, unions, and cooperatives have 
formed the basis for enrolling many thousands of 
rural families, and civic clubs have taken the in- 
itiative in small towns. Quarterly or semi-annual 
payments directly to the plans are required. 


W. C. Conley, Michigan, and J. Albert Durgom, 
New Jersey, outlined the scope and purposes of 
contingency reserves, to protect subscribers and 
hospitals against losses from. gradual or sudden 
changes in utilization. W.C. Arden, Philadelphia, 
and Frank Van Holte, Cincinnati, described meth- 
ods of estimating accurately the liability for un- 
discharged patients. 


Doctor Goldwater Strikes Keynote 


After a cordial welcome by Thomas S. Gates, 
Jr., president of the Philadelphia plan, Dr. S. S. 
Goldwater analyzed the problems facing Blue 
Cross plans, if adequate hospital service is to be 
distributed to the American people on a voluntary, 
nongovernmental basis. He advocated immediate 
efforts to reach the low-income workers of the 
country on a pre-payment basis, and cooperation 
with the medical profession in similar arrange- 
ments for physician’s services. These ideas were 
incorporated in a formal statement of policy, 
which appears in full on the preceding page. 


Town Forum a Success 


The first evening session was attended by 500 
members of the general public from eastern Penn- 
sylvania and New Jersey. C. Rufus Rorem acted 
as coordinator for questions from the audience 
and replies by a panel of specialists, including plan 
executives and trustees, hospital administrators, 
employers, and_ subscribers’ representatives. 
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Winter Conference Draws Record Attendance 








Dyk, New York City. 








Among them were Frank Van Dyk, New York 
City, J. D. Colman, Baltimore, R. F. Cahalane, 


Boston, Ray F. McCarthy, St. Louis, John R. Man- ° 


nix, Detroit, M. H. Coleman, Jr., Richmond, J. 
Philo Nelson, San Francisco, Donald C. Smelzer, 
M.D., Philadelphia. 


Two new committees sponsored programs of spe- 
cial interest to the delegates: “Office Organization 
and Practice,” Frank H. Deniston, Chicago, chair- 
man; “Enrollment Methods,” William S. McNary, 
Denver, chairman; One full session was devoted 
to “Personnel Problems” under the chairmanship 
of John A. McNamara, Cleveland. 


Out-of-Town Service 


The conference approved the action of the 
House of Delegates recommending that Blue 
Cross plans serve as clearing houses for member 
hospitals in providing care to out-to-town sub- 
scribers. The delegates also endorsed the prin- 
ciple that member hospitals of adjacent plans 
should cooperate in providing service-benefits to 
subscribers from nearby enrollment areas. 


During the final business session the conference 
discussed the statement of “Principles governing 
payments by Blue Cross Plans to member hos- 
pitals,’” which was approved by the Board of 
Trustees, and which appeared in the March issue 
of HOSPITALS. The principles were accepted 
pending further action by the House of Delegates 
in. October. 


Dr. Basil C. MacLean, president of the Ameri- 
can Hospital Association, addressed 450 people at 
the annual banquet in the Bellevue Stratford 
Hotel, E. A. van Steenwyk, chairman of the Com- 
mission, presiding. Doctor MacLean outlined the 
economic and professional significance to hospitals, 
plans and subscribers of the tentative proposal 
for hospitalization payments in the Social Secur- 
ity program, and listed the advantages and dis- 
advantages of such a development. He referred 
to the Trustees’ action supporting the voluntary 
system of hospital care, and authorizing a com- 
mittee to explore and report upon specific pro- 
posals which may be recommended to Congress 
in the future. 


An interesting feature of the banquet program 


was a group of vocal selections by Kathleen Van 
Dyk, talented daughter of Mrs. and Frank Van 
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Opportunities and Prospects 
C. Rurus ROREM, CHICAGO 

“Employers and employees continue to approve 
Blue Cross plans, which offer ‘service-benefits’ 
under hospital and community sponsorship. In 
some areas aS many as one-third to one-half of 
the population have been enrolled. Under ordi- 
nary circumstances the total enrollment would 
reach 12 millions by the end of the present cal- 
endar year. But these are not ordinary times. 
Blue Cross plans must be measured by their pros- 
pects rather than by their accomplishments. The 
best results already achieved in some communi- 
ties must quickly become the typical situation for 
the country as a whole. Otherwise the voluntary 
method of providing hospital service may not be 
given an opportunity to accomplish the objectives 
claimed for a governmental compulsory system. 

“Public acceptance of Blue Cross plans re- 
quires the positive endorsement and approval of 
the member-hospitals, and the cooperation of all 
hospitals, in providing service to out-of-town 
cases. Unity and achievement among the Blue 
Cross plans of the United States are dependent 
upon unified purpose and action by the American 
voluntary hospitals throughout the country. 

“Blue Cross Plans are superior to commercial 
or government programs. They utilize private 


leadership without a commercial motive; they 
perform a national and personal service without 


legally required participation. Many communi- 
ties have already demonstrated their ability to 
solve the problem of hospital care for the em- 
ployed population and their dependents. Others 
will follow this leadership.” 
—Excerpt from Director’s Report Read at 
Winter Conference 


Out-of-Town Benefits 
FRED P. G. LATTNER, DES MOINES 

“Our Board approved a program December 1, 
1941, for extending service benefits to our sub- 
scribers hospitalized in member hospitals of ap- 
proved Blue Cross Plans. This extension has 
been approved by the Insurance Commissioner. 
This change is merely a courtesy and is subject 
to discontinuance without notice. 

“T firmly believe that it is necessary for all the 
plans to work out some arrangement of reciproc- 
ity by which our subscribers can have service 
benefits in any hospital that is a member of any 
Blue Cross Plan. 

“T quite understand why many plans could not 
offer this same service to their members. Those 
plans near large metropolitan areas might have 
the problem of an increased cost if their subscrib- 
ers went to the hospitals in the larger centers. 
I think plans in. the larger cities could offer this 
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Dr. S. S. Goldwater and E. A. van Steenwyk discuss hos- 
pitalization at the Winter Conference of Blue Cross Plans 





service without any danger as their payment for 
service benefits in smaller communities would be 
less than they are paying now under a flat rate 
allowance.” 

—Excerpt from paper read at Winter Conference 


Coordinated Public Education 
R. F. CAHALANE, BOSTON 

“People in the hospital world have been prone 
to look upon the Blue Cross Plans as selling agen- 
cies, and the hospitals as service agencies. Ac- 
tually the two are indistinguishable as to motive 
and purpose. 

“Example: Recently the automobile manufac- 
turers were forced by Government decree to dis- 
continue their sales end of the business, leaving 
only service for sale. But the automobile manu- 
facturer soon discovered that he had to sell a 
state of mind, a feeling of good will that would 
operate to his profit when priorities could be for- 
gotten. He could not just advertise ‘Stop in and 
have your car fixed.’ Many of the people he wants 
to impress will not need car repairs in the imme- 
diate future. 

“Applying this illustration to the hospital plan 
situation, there are millions of people who have no 
knowledge of present or immediate need of hos- 
pital care. If the Blue Cross Plan sold only pro- 
tection against sickness costs, its appeal would be 
extremely limited. Since it actually sells pro- 
tection against the fear of illness and accident 
costs, its appeal is more subtle. Without the use 
of hospitals, the plans actually deliver a valuable 
service to 90 per cent of their subscribers yearly 
—the feeling of security. 

“The subtlety of the appeal increases rather 
than limits its scope, with the result that the 
Plans enroll, annually, millions of people, hospi- 
talize only ten per cent of them, give security to 
the other ninety per cent, and in the process build 
institutional good will for the hospitals of 
America.” 

—Excerpt from paper read at Winter Conference 
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Scene from “The Common Defense,” the sound motion picture produced by the Hospital Service Plan Commission from 
funds granted by the Simmons Company. The picture is nearing completion and will be released for theater showing on 


National Hospital Day. 





Pittsburgh 


Approximately 8000 groups have been enrolled 
by the Hospital Service Association of Pittsburgh, 
Vice-President Abraham Oseroff announces. In 
order to reduce unnecessary billing the western 
Pennsylvania plan has been diligently seeking to 
determine if those making direct payment as a 
result of change of employment are associated 
with a group to which they may be added. Group 
leaders have been informed to be on guard to 
transfer to their groups those new employees who 
would continue on a direct payment basis if not 
requested to merge membership with group. 


a 


New York City 


“On Their Own Two Feet” a brochure recently 
released by the Associated Hospital Service of 
New York, Dr. S. S. Goldwater, President, con- 
tains 16 pages of interesting material on the op- 
eration of the New York Plan. Highlights: Hos- 
pitalization benefits were provided for 112,000 per- 
sons last year; 150,000 new subscribers were en- 
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rolled; subscribers, on vacation or traveling, were 
hospitalized in every state in the Union, excepting 
South Dakota; average hospital stay was 10.1 
days; 21 per cent of all cases were for maternity ; 
10 per cent for tonsillectomy ; men are apparently 
healthier than women and children—representing 
35 per cent of the total enrollment, men were ad- 
mitted to hospitalization in only 20 per cent of 
cases. 


—_~>—_—— 


Social Security Legislation Deferred 


A published statement from Chairman Robert 
L. Doughton of the House of Representatives 
Ways and Means Committee indicates that “So- 
cial-security taxes will not be included in our pres- 
ent deliberations.” 


This decision is of great importance to hospi- 
tals and Blue Cross Plans, and will give the prin- 
ciple of voluntary prepayment for hospital care 
further opportunity to demonstrate its ability to 
reach the employed workers and their dependents 
throughout the nation. 
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New England Hospital Assembly 


Presidential Address 
JOELLE C. HIEBERT, M.D. 


home. I studied, had my internship, and for 

seven years looked after a large portion of the 
sick poor, especially in the North and West End. 
Here the doors of hospitals and medical schools 
seem to me to be open a little wider for such as I 
who had so much to learn. To the educational cur- 
riculum the experience in the homes of the sick 
poor proved an invaluable asset, but in addition 
to having opportunity to develop the art and sci- 
ence of medicine, I often received unexpected 
rewards. Sometimes when I was able to assist in 
bringing into the world a baby girl, I would 
receive a fish; and if I brought a particularly fine 
boy, I would sometimes receive a pound of lobster 
for every pound of baby. 


Fs: ME, to come to Boston is like coming 


On one occasion a man said to me, “If it goes 
well with Mother, then you can have my wife and 
children and myself and everything we have or 
ever hope to have.” So a few days later, after it 
had been reasonably well established that things 
were going well with his wife, he came to me in 
order to make good his promise and I found 
myself in ownership of a man, his wife, and five 
children. I did not know what to do with them 
and so I gave them back. So I say again, to 
come to Boston is like coming home. 


Our Nation at War 


We have met in assembly in order that we 
might learn from recognized authorities how bet- 
ter to meet the problems of caring for the sick 
“in times like these.” Our nation is at war—a 
war which we did not choose but which was thrust 
upon us by an enemy who had little or no concep- 
tion of American democracy and of the many 
blessings that have come to the world at large 
from the American people—an enemy whose 
malevolent hands reach across the wide oceans 
and disturb the normal living of people who love 
peace and freedom, a people willing to make great 
sacrifice in order to maintain “liberty under law.” 


The problems of hospitals in the war are being 
discussed at this meeting by specialists, and so I 
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will not say any more than this: We must work 
harder and longer, study more, teach more, save 
more, and to the best of our ability keep up the 
quality of medical and surgical care and make 
hospital services available to as many people as 
possible. 


We are loyal to our Government and have con- 
fidence in the elected representatives of the people. 
This requires of us intelligent obedience, coopera- 
tion, courage, and equanimity. If one is a rugged 
individualist and a physician or graduate nurse 
and an administrator of a hospital and a resident 
of New England, it is not always easy for the 
individual to accept and obey orders. But it is 
our duty to receive instructions willingly from 
those higher up and learn how to obey orders 
intelligently, especially as they come to us from 
the officers in charge of the Civilian Defense 
Program. 


Hospital and Professional Audits 


It was the intention originally of the Board of 
Trustees to devote a large portion of the program 
to hospital and professional audits. In spite of 
the present national emergency, a small segment 
of the program of the New England Hospital 
Assembly is devoted to this subject. We have 
long learned how to audit what goes through the 
cash register. We have learned how to account 
for money, but we have neglected to evaluate what 
the hospital or community or the patient receives 
for the money which is paid to the hospital. I 
hope that in the near future hospital and medical 
audits may be continued and that the New Eng- 
land Hospital Assembly will devise methods where- 
by hospitals can evaluate in a scientific manner the 
quality of the service which each institution 
renders. 
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The Bingham Hospital Extension Service 


As one looks over our larger community, one is 
impressed by the spirit of “together-ness” of the 
New England hospitals. I commend this spirit, 
as I believe that by encouraging greater unity of 
purpose and also larger degrees of working togeth- 
er by hospitals, by physicians and hospitals, by 
nurses and hospitals, and by trustees and hospital 
administrators, greater benefits will accrue to the 
sick. In this connection, I want to mention the 
Bingham Hospital Extension Services which have 
been fully presented here at previous meetings. 
These cooperative hospital services are based on 
the principle that benefits accrue to the sick when 
hospitals or departments in hospitals work togeth- 
er. Certain special services will never be available 
in the rural areas unless larger hospitals help the 
smaller institutions. It has now been well demon- 
strated that it is possible for hospitals to work 
together in order to supplement one another’s 
services, especially in the laboratory and x-ray 
departments. Projects can be found in Northern 
Maine with the Eastern Maine General Hospital 
in Bangor as the center, in Central Maine with 
the Central Maine General Hospital in Lewiston as 
the center, in Massachusetts the Salem Hospital, 
in Vermont the University of Vermont having 
associated with it five smaller hospitals in outly- 
ing districts, and in Hanover where the Mary 
Hitchcock Hospital has developed an excellent pro- 
gram for doing a larger amount of x-ray and lab- 
oratory work on the cooperative basis. 


In the central district of Maine, cooperative 
efforts are in effect for the training of nurses, and 
more recently there has been established a blood 
and plasma bank in which the affiliated hospitals 
are cooperating.. Blood is collected in the smaller 
communities and processed in the central hospital. 
The plasma is then frozen and becomes available 
wherever disaster strikes. 


Cooperating With the Hospitals 


By working together after the above pattern, 
it may be possible to keep up the quality of hos- 
pital care even though many of our physicians, 
technicians, and nurses may be called into the 
service. I would recommend hospitals every- 
where that find themselves deprived of impor- 
tant personnel because of the war, and also those 
whose services are limited, to get together with 
other institutions in their area in order to make 
use of every talent available so that those who are 
sick and injured may have every benefit. I would 
further suggest that these hospital groups form 
themselves into local hospital councils, elect offi- 
cers, and meet at regular intervals in order to 
discuss hospital problems and new ways of meet- 
ing these problems. 


Hospitals have been educational institutions 
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to a larger or lesser degree for a long time, but 
now that our nation is at war greater responsi- 
bilities and opportunities for the dissemination of 
knowledge present themselves than ever before. 
The opportunity for the dissemination of positive 
health knowledge as presented in nutrition classes, 
home nursing and first aid classes and refresher 
courses for graduate nurses, is one of the benefits 
of the present emergency. This knowledge, when 
put into action, will reflect in better nutrition, bet- 
ter posture, better teeth, less deformity, and betier 
care for the sick and injured, especially during 
the period when patients are treated outside our 
hospital walls. 


Increasing the Student Nurse Enrollment 


The armed forces require many physicians, 
technicians, and nurses, and in this sphere hospi- 
tals have a distinct duty to perform so that the 
sick and injured on the battlefronts, on the ships 
at sea, and in the base hospitals behind the lines 
may have adequate care. The Surgeon General has 
announced that 50,000 more graduate nurses are 
needed for the armed forces. It would be impos- 
sible to furnish this large number of highly 
trained nurses without enlarging the enrollment 
of existing schools of nursing. Many have advo- 
cated that the courses of instruction for nurses 
be shortened. It would seem to me that if it is 
necessary to do this, it should be done by all the 
schools of the country so that graduates of the 
shorter courses would not find themselves at an 
unfair disadvantage. I would suggest that imme- 
diate efforts be made to encourage college gradu- 
ates to take up nursing. Schools of nursing allow 
advanced credits to students with college degrees. 
In this manner many nurses would become avail- 
able for service at an earlier date. In any event, 
when the course is shortened, the standard of edu- 


‘cation should be kept high. In the United States 


the torch of knowledge still burns brightly, and 
we must keep it bright by diligently imparting as 
much knowledge as possible to others. 


The Leading Role of the Hospital 


In closing, I want to say again what we have all 
heard many times before, that hospitals are cre- 
ated for the individual patient to whom they 
should offer everything the community can afford 
in the diagnosis and treatment of disease. They 
should offer instruction as far as possible regard- 
ing the sickness for which the patient is treated 
and especially how a recurrence or spreading of 
the disease to other people may be avoided, and 
we should make an effort to comfort those who are 
in distress. Even total war does not change the 
purpose of hospitals. Neither should total war 
affect the spirit in which hospital service is ren- 
dered. In the final analysis, hospitals are for many 
individual patients. In peace and in war it is the 








HOSPITALS 





> ae a 


OO ——_—- a a ee | ee ec en 





individual who requires care. Operating tables 
are not double beds and our duty lies in the ability 
to deal with many sick and injured individuals. Our 
responsibility to the individual patient in times of 
peace and war is summarized beautifully by an 
anonymous writer. 


Our Responsibility 


“You must lighten the load of human sorrow. 

“You must dispel or diminish the gloom of 
the sick chamber. 

“You must take the bitter with the sweet, 
and all with a cheerful heart. 

“You must treat the social ills of the heart 
and mind of the patient and replace these 
with comfort and contentment. 

“You must pluck its thorn from the pillow of 
pain and make the hard couch soft with 
poppies of delicious rest. 

“You must rekindle the lamp of hope in the 
bosom of despair. 


<i 


“You must call back the radiance of the lus- 
terless eye and the bloom of the fading 
cheek. 

“You must send new vigor through failing 
limbs. 

“And finally, when exhausted in all other 
resources and baffled in your skill, you 
must blunt the arrows of death and ren- 
der less rugged the precipitous and inevi- 
table pathway to the tomb. 

An ‘ancient Hebrew prophet once wrote into 
the Record, “In my distress I cried unto the Lord 
and He heard me.” This cry goes on quietly in 
our hospitals. It goes on when there is peace 
and it goes on when there is war, and it goes on 
when the President of a great nation and the 
Prime Minister of a great empire meet in mid- 
ocean. 

Hospitals are havens of refuge and we must be 
cognizant of the presence of One who is “with 
people when they are in trouble.” 
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Priorities 


Hospital occupancy has increased to such an 
extent that the needs for expansion of facilities is 
becoming more and more insistent. This condi- 
tion is most acute in those areas which have ac- 
quired marked increases in population as a result 
of newly established or greatly expanded war 
industries, but it is by no means limited to such 
areas. Hospitals not in these industrial areas are 
experiencing a similar though lesser increase in 
demands. There is much reason to expect that 
this condition will grow worse as long as the war 
effort continues. The decrease in unemployment, 
the rapid growth of hospital prepayment plans, 
and the rapid increase in the shortage of both 
doctors and nurses available for home care all 
contribute to this demand. 


But step by step with the need for greater fa- 
cilities there is a rapidly increasing shortage of 
the materials needed to supply them, either for 
construction or for new equipment. For construc- 
tion purposes, masonry type materials are still 
available but structural and reinforcing steel is 
under rather strict limitation. This is so defi- 
nite that there is a general policy of limiting the 
new hospitals built under Federal grants or with 
Federal assistance to two stories in height. It is 
understood, however, that in case of additions to 
existing hospitals, the additions will be permitted 
to conform to the general type of the already ex- 
isting structure even if multi-story. In the multi- 
story type the problem of elevators has raised 
some question but it is understood that a priority 
rating as high as A-10 will be adequate to secure 
such elevators as are needed. 
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For floor materials, rubber flooring is said to 
be still available but with no certainty as to how 
long it will remain so. Linoleum is still avail- 
able in thicknesses up to one-eighth inch. The 
cork normally used in the thicknesses greater 
than one-eighth inch is no longer obtainable ex- 
cept for the use of the armed services. But in 
the thicknesses of one-eighth inch or less the 
manufacturers are replacing the ground cork with 
wood flooring, a material which has long been 
used in the mobilized and lighter colored types, 
and which is said to give entirely satisfactory 
service and durability. 


In plumbing materials brass pipe is difficult if 
not impossible to obtain, galvanized iron and 
stainless steel are completely out. There is some 
limitation on brass bodied fittings, and their en- 
tire replacement with iron bodied fittings with 
brass working parts seems to be imminent. In 
this type of fitting the iron is coated with a rust 
resisting material and preliminary tests indicate 
that the combination will prove serviceable and 
durable. Chrome plating is not available at pres- 
ent but efforts are being made to restore its use 
for all above-the-fixture fittings. Unless this ef- 
fort is successful, installations will have to be left 
in the brass finishes. 


It is understood that those projects which have 
received Federal assistance either in the form 
of loans or as outright grants will be able to se- 
cure most of these materials on a blanket A-10 
priority status and that for individual items spe- 
cial ratings up to as high as A-4 may be obtained. 
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Maintaining Standards of Hospital Service 
During the War 





THOMAS H. HAYNES 


I should have felt capable of speaking with 

authority. As almost all administrators of 
municipal hospitals will testify, we have for years 
been operating during what we call “war,” in 
which both sides lost and neither won. In this 
manner, during the budget making period we 
waged war on the appropriating authorities for 
an adequate budget to allow us to operate efficient- 
ly and maintain proper standards—we would lose. 
During the remainder of the year they would 
wage war on us in an effort to keep our expendi- 
tures within the limitations of their appropria- 
tion—they would lose. 


{*r: I discussed this subject a year or so ago 


However, the word “war” today means quite 
another thing. In fact, the word “war” has a new 
meaning unknown to historians in the past; a new 
interpretation by two billion people. All nations 
in the world are involved directly or indirectly. 
The whole world is a conflagrant, seething mass; 
the brain and brawn of men, women, and children, 
are being utilized and every method known to sci- 
ence is being brought into action in an effort to 
design, develop, and put in use machinery of 
destruction. 


The Challenge the War Brings to the Hospitals 


It is under these adverse conditions, it is under 
these unparalleled circumstances, that the hos- 
pitals are called upon to step forward and accept 
their role, don the armor of battle and continue 
operations efficiently and effectively in order that 
the standards of service will be maintained. Are 
we ready for this challenge, the challenge of a 
lifetime? It is my conviction that every hospital 
administrator, every member of his personnel, 
should feel honored to have this challenge pre- 
sented to him. And everyone should accept the 
challenge with a determination that the high 
standards of service already attained shall be 
maintained. 


Standards of Hospital Service 


The standards of hospital service is a broad 


American College of Surgeons’ War Sessions, Nashville, Ten- 
nessee. 
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subject with many ramifications, reaching into 
every department of the hospital. However, I will 
mention a few of the services for which high 
standards have come to us from authoritative 
sources : 


1 The physical plant which includes buildings 
and equipment—Buildings to be kept in a good 
state of repair and free from fire hazards; ade- 
quate mechanical equipment to properly serve the 
requirements of the hospital, such as heating, 
laundry, and cooking; and an adequacy of scien- 
tific equipment for diagnostic and therapeutic 
purposes. 


2 Educational facilities—classrooms, labora- 
tories, libraries. 


3 Meetings and conferences—minutes kept and 
preserved. 


4 Medical records—properly and fully recorded 
diagnosis, conditions, treatments and response 
of patients; certain statistics, that is, autopsies, 
mortality rates, postoperative infections, percent- 
age of caesarians, hospital days of certain ill- 
nesses. 


5 Personnel—preparation and qualification of 
each one for his respective position. 


6 The actual care of the patient as revealed by 
physicians’ progress notes, nurses’ notes, and 
many other facts gathered from the patient’s 
record which disclose the actual care which the 
hospital rendered the patient. 


What the Efficiency and Loyalty of the Personnel 
Means to the Hospital 


It is my conviction, that the efficiency and loy- 
alty of our personnel will contribute more largely 
and far more effectively to our success in main- 
taining these standards of service than any other 
group of contributing factors. Our supply depots 
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may be filled to overflowing, our larders bulging 
with food, and the shelves of our drug room 
ladened with drugs, but without the loyal coopera- 
tion of our personnel we will never be able to 
maintain these standards of service. 


How to economically meet the increasing costs 
of all our supplies, drugs and food, and the 
materials needed for maintenance of buildings 
and equipment, and how to accomplish all this 
without spending more than .a ten per cent in- 
crease in dollars and cents of our 1940 purchases 
constitute a problem with each of us according to 
our resources must solve. 


I have already indicated that upon the morale 
of our personnel largely depends the kind of care 
we will be able to administer to our patients. How 
are we hospital administrators going to get just 
the same sort of care for patients that we do in 
normal times? How are we going to have the same 
cooperation in our many problems? How are we 
going to command the same degree of loyalty 
from a personnel, worried over war, worried over 
loved ones serving with the armed forces, worried 
over uncertain futures, worried over rising living 
costs? 


Maintaining the Hospital Morale 


Now as never before we must live closer to our 


personnel; we must know them as individuals and - 


be ready to give them the encouragement and 
sympathy they need in solving their personal 
problems which they may bring to us. They will 
need our support as never before. When we ask 
them to work harder, to work longer hours, to 
work with less equipment and supplies, certainly 
this is going to demand all that is in us to ask it, 
and all that is in them to give it. 


In maintaining morale I feel that the following 
policies will be very helpful and some of them 
most necessary. 


Conferences 


More frequent conferences with the heads of 
the various departments should be held at regu- 
larly appointed times and nothing allowed to inter- 
fere with the holding of them. At these meetings 
the head of each department should be given all of 
the available information which comes to us re- 
garding his department, price increases, priori- 
ties, scarcity of, or inability to procure certain 
supplies. Substitutes for unobtainable commodi- 
ties should be worked out at these meetings. 


Delegating Duties 


It will probably be necessary to curtail our 
“hospital rounds” and delegate some of our other 
duties to others. For instance, settling of hospital 
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accounts or visits with a dissatisfied relative. Our 
paramount job at this time is to hold and support 
our organization of workers. 


The administrator must at all times be ap- 
proachable and understanding. The problem that 
our worker brings to us may seem insignificant to 
us, but we must remember it is worrying him and 
we must be sympathetic in helping him to solve it. 
A worried worker is an inefficient one. As never 
before we must be tolerant, remembering that 
every member of our personnel is involved per- 
sonally, one way or another in this world wide 
conflict, and he is perturbed over this world situa- 
tion as much or maybe more than we are. 


Emergency Drills 


We must begin at once to make calm prepara- 
tions for any disaster or emergency which may 
lie ahead. We must be constantly vigilant. We 
must educate and drill and toughen our personnel 
so that they will “carry on” in the face of any- 
thing, however horrible, which might soon con- 
front us. 


We must endeavor to have a solution ready for 
any problem which arises, anticipating wherever 
possible these problems and being ready for them. 
I am thinking here of shortages such as a depleted 
personnel, water supply, power and fuel supply. 
I am thinking of attacks, of bombings. I am re- 
membering how the hospitals in England suffered 
in the bombing invasions. 


Personnel Morale 


We must not show discouragement—we must 
never allow ourselves to be “let down” in spirit. 
Remember that the morale of the whole organiza- 
tion, that the standards of the entire organization, 
may be merely the reflected morale and standard 
of its administrator. Now is the time to “screw 
our courage to the sticking point.” 


Make each member of our organization feel and 
realize that his job is important. The day has 
gone when we could be indifferent when some effi- 
cient worker resigned, and merely say, “Oh well, 
there are two or three others waiting and able to 
take his place.” 


We must teach our people that they are serving 
America, that they are helping to win this war 
even though they are able to do nothing more here 
than fire the furnace or wash windows, that these 
are important links in. the chain of service. Stress 
the importance of maintaining as nearly as possi- 
ble a normal atmosphere here at home for our 
harassed civilians and for the soldier when he 
returns. 


Effective Use of Bulletin Boards 
Make use of our bulletin board. Attach to it 
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clippings, posters, any article that emphasizes the 
necessity of civilian health and maintenance of 
adequate facilities for its preservation. Reference 
cannot be made often enough to the part our 
civilian hospitals are playing in winning this war. 
Never let our people feel that they are out of this 
fight for liberty, but keep before them always the 
fact that the “home fires must be kept burning.” 


Summary 


Let us make each member of our organization. 
feel individually responsible and accept individual 
responsibility for our efficient hospital service. 
We must not allow laxity to creep in and cause the 


slightest deviation from the normal running of 
our organization. We must give our very best 
efforts ourselves. Then we must expect and de- 
mand the very best that is in each person in our 
organization. I have implicit faith and utmost 
confidence in the ability and sincerity of purpose 
of our hospitals to find a way to continue to ren- 
der efficient service and maintain the standards 
for which they have so valiantly fought. 


Our hospitals are dedicated to humanitarian 
service. They are accustomed to working under 
adverse conditions, with proper reactions to every 
emergency. They will never fail in this emergency. 





The Hospital Book Shelf 


A PRIMER ON THE PREVENTION OF DEFORMITY IN 
CHILDHOOD. Richard Beverly Raney, B.A., 
M.D., and Alfred Rives Shand, Jr., B.A., M.D. 
National Society for Crippled Children, Inc., 
Elyria, Ohio. 1941. $1.00. 


As indicated in the title, this very useful little 
book is a treatise on the prevention and correc- 
tion of crippling rather than a treatise on ortho- 
pedics. It is written for the parents, nurses, and 
welfare workers who are most likely to come in 
contact with the child in the earliest, most cor- 
rectible stages of its crippling. 


The first chapter is concerned with diseases 
which are likely to lead to crippling, and the re- 
maining chapters are devoted to the care and 
correction of crippling in the different regions 
likely to be involved. 


The book is written in simple terminology easily 
understandable by parent or nurse. The index is 
combined with a glossary of technical words which 
accuracy in description makes it possible to avoid 
confusion of terms. 

litte 


200 WAYS TO REDUCE ENGINEERING AND MAIN- 
TENANCE COSTS IN HOTELS, HOSPITALS, APART- 
MENTS AND INSTITUTIONS. A. M. Brent, E. F. 
Dowis, Fred D. Mosher and Martin J. Peterson. 
The Dahls, Stamford, Connecticut. 1942. Price 
$1.00. 


This is the only book of its kind. Most of it has 
been especially prepared to cope with the defense 
situation of today. The fifteen chapters include 
excellent coverage of all subjects of light, heat, 
gas, water, air conditioning, refrigeration and 
maintenance. Three of the authors are chief engi- 
neers of hotels and office buildings and the fourth 
is a well known consulting engineer. In addition 
to specific chapters on reducing air conditioning 
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costs, refrigeration costs, electric costs, mainte- 
nance costs, water control and the keeping of engi- 
neering records, there are several chapters out- 
lining the engineering organization, control and 
operation of several leading hotels. The book also 
contains poster material to be used by engineers 
and by building operators in training employees 
to watch the cost of all engineering items. This 
150 page book contains about 50,000 words of text 
and over 20 illustrations with all the principal 
forms used to control engineering costs. 


This book in the hands of every hospital admin- 
istrator, engineer, and maintenance supervisor 
would answer many of the maintenance prob- 
lems arising daily, and thereby result in definite 
reductions in engineering and maintenance costs. 


————— 


A MANUAL OF PHARMACOLOGY. Mary Sewall, B.S., 
R.N. W. B. Saunders Company. 1942. Price 
$2.00. 


The title of this manual is somewhat mislead- 
ing as its content would be better described as 
“Materia Medica for Nurses.” As a textbook for 
teaching this subject, it is exceptionally well suit- 
ed. It reviews the mathematics of pharmacy, solu- 
tions, etc., in simplified and practical form. Sec- 
tion II, the content of which conforms quite close- 
ly to the title of the book is a welcome addition as 
it lays the logical base for both the pharmacy and 
the therapeutic use of the various medicaments. 


The book is well conceived, logically arranged, 
and fits itself closely to the requirements of the 
Curriculum Guide. : 


a 


REFERENCE HANDBOOK FOR NuRSES. Amanda K. 
Beck and Lyla M. Osborn. W. B. Saunders 
Company. 1941. Ninth Edition. $1.50. 
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Out-Patient Care for the Needy — Part Il 


Policies That Should Govern the Use of Tax Funds for the Care in Nongovern- 
mental Out-Patient Departments of Patients Who Are Public Responsibilities 


This statement by the Joint Committee of the American Hospital Association and the American Public 
Welfare Association has been approved by the governing boards of both Associations. 


B. Discussion of Problems 


Correspondence and discussion with hospital 
and welfare administrators concerning the policies 
and procedures involved in using tax funds to pay 
for out-patient service have raised a number of 
questions and problems, which are discussed 
below. 


Payment of Physicians for Out-Patient Service 


Several correspondents questioned the policy of 
paying out-patient departments for service, with- 
out at the same time arranging to compensate 
physicians for their service to out-patients. It 
was brought out that, especially if a public pro- 
gram provides for payment for physicians’ office 
calls as well as out-patient service (as does the 
Pennsylvania State program) the physicians who 
provide clinic service, without compensation, are 
really taking money out of their own pockets; and 
that this situation tends to decrease the extent to 
which out-patient services are used, by aggravat- 
ing the pressure brought to bear by the physi- 
cians in some localities to replace out-patient serv- 
ice for the needy by service in private offices. 


Recently there has been considerable discussion 
concerning the payment of physicians for hospital 
as well as out-patient service for the needy.** In 
discussing payment of physicians for out-patient 
service, the Hospital Survey for New York states: 


“It is not reasonable for the public and 
those responsible for maintaining out-patient 
services to expect physicians to give regular 
hours of their time to the routine care of out- 
patients, without compensation. If arrange- 
ments are made by which the City of New 
York will pay voluntary institutions for their 
out-patient service to the sick poor, a sub- 
stantial proportion of such funds should be 
earmarked for the payment of the physi- 
cians who work in such out-patient depart- 
ments.’’1¢ 


ee 
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Standards for Out-Patient Service 


One leading hospital administrator is of the 
opinion that programs for the payment of out- 
patient service cannot be satisfactorily developed 
because there is such a wide range between insti- 
tutions in the quality and content and also in the 
cost of an out-patient visit; and that for this 
reason it will be impossible to develop any uni- 
form rate of payment in the same community. 


There is probably a wider range, between stand- 
ard and substandard institutions, in the content 
and value of an out-patient visit than there is 
between a day’s care for an in-patient; but it is an 
open question whether the content and value of 
out-patient visits vary any more widely than do 
the content and value of visits to physicians’ pri- 
vate offices. 


At present there is no agency which performs 
a standardizing service for out-patient depart- 
ments similar to that carried on by the American 
College of Surgeons and the American Medical 
Association for hospitals. Only one of the public 
programs previously described (Chicago) has de- 
veloped local standards and applied them. 


In planning for the payment of public-funds for 
out-patient care, communities must squarely face 
the problem of selecting only those institutions 
for service in which they will secure medical care 
of at least reasonably good quality. 


Community Planning 
Some of the smaller programs concerning which 
information was secured were not developed on a 
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community-wide basis but by negotiation between 
individual hospitals and the public agency. Re- 
ports from at least two of these localities indicate 
that there is some dissatisfaction due to discrim- 
ination, between different institutions, in methods 
and rates of pay. 


All of the large services described were devel- 
oped on a community-wide basis and with the ad- 
vice of the professions concerned. 


Method and Rate of Pay 


In all of the programs except one concerning 
which information was secured, payment is made 
on a per-visit basis. This policy conforms to that 
enunciated in “Hospital Care for the Needy” of 
payment on a per-diem basis for in-patient care. 


Many of the agreed per-visit rates are not “in- 
clusive,” as is recommended in “Hospital Care for 
the Needy,” for per-diem rates. If extra charges 
are made, the public agency should, at least, theo- 
retically, institute professional control to deter- 
mine, by record review, whether the special serv- 
ices provided were essential for the patient. Such 
investigations would add considerably to the cost 
and would be irksome (to say the least!) to out- 
patient departments. As one out-patient execu- 
tive puts it, out-patient departments are in a 
much better position to judge of the necessity of 
prescriptions and orders for special services, and 
if the per-visit rate is inclusive, will exercise “very 
special judgment on each order and themselves 
decide on those definitely required and those 
which might be reconsidered by the physician 
who ordered the extra.” 


Recording and billing procedures are much sim- 
pler and less costly if charges are inclusive. How- 
ever, there are probably a few unusual and expen- 
sive services which might well be charged for in 
addition to the regular fee. Provision of glasses 
and other appliances should certainly be included 
among extra charges. 


The disproportion between the per-visit cost of 
providing out-patient service and the rate of pay 
was stressed by the hospital administrators in 
nearly every locality. One designated the plan for 
payment from public funds as a “moral victory” 
rather than a reasonable payment for service ren- 
dered. Few of the prevailing per-visit rates of 
pay meet the average cost of out-patient service, 
which (excluding payment to clinic physicians) is 
probably around 75 cents to $1.00 a visit in insti- 
tutions which provide good quality of care. How- 
ever, hospitals are exempt from various forms of 
taxation and many of the larger ones receive in- 
come from endowments and current contribu- 
tions; and for these reasons should be expected 
to share in the cost of public service. 
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Moreover, cost accounting, especially with re- 
spect to out-patient service, is probably not sufii- 
ciently accurate in many institutions to provide 
a sound basis for arriving at “cost,” and reportea 
costs cannot be used as an accurate index of qua!- 
ity of service. 


What Constitutes a Visit? 


Under the Pennsylvania plan, “refers” and 
“transfers” at the same visit are not counted as 
extra visits. On the other hand, it is customary 
in many out-patient departments to count each 
visit to a separate clinic—for example, general 
medicine, eye, or dentistry—as a separate “‘visit,”’ 
even though the patient attends several clinics on 
the same day. The latter method of counting 
visits is used under the Chicago, Rochester, and 
San Francisco plans. 


The definition of a visit accepted by the Ameri- 
can Hospital Association and the instructions* 
issued by the Federal Children’s Bureau in gath- 
ering statistics of out-patient service both indi- 
cate that attendance at two or more out-patient 
clinics during the same day should be counted as 
two or more visits. 


Eligibility and Authorization 


In all of the large programs described (Chi- 
cago, Rochester, San Francisco and the state- 
wide plan in Pennsylvania) the public agency 
makes payment only for service to persons re- 
ceiving public assistance or relief. In Chicago 
the Community Fund makes allocations for out- 
patient service, based on the amount of free care 
provided the group of persons who are not on 
relief. In some of the smaller localities, it was 
noted that the public agency made payment for 
the “medically needy” as well as recipients of 
relief. 


Service is authorized by the public agency in all 
plans, except Pennsylvania, where the procedure 
of disallowing bills for nonassistance patients has 
the same effect as pre-authorization. In almost 
all plans patients may either be referred by the 
public agency or the request for authorization 
may be initiated by the out-patient department on 
behalf of a patient attending the clinic. Although, 
from the standpoint of control of expenditure, it 
may seem desirable for the public agency to refer 
and pre-authorize all service, hard and fast rul- 
ings to that effect. would interfere with prompt 
service to the patient. 


Duration of Treatment 


The problems which arise under this heading 
are similar to those which were discussed in 


*Given in the Appendix. 
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“Hospital Care for the Needy” with reference to 
“length of stay” in the hospital. Especially if 
per-visit rates of pay are sufficiently high, a tend- 
ency might easily appear for clinics to continue 
treatment longer than is necessary. Several of 
the plans have developed safeguards against such 
a tendency: special authorization for patients re- 
quiring prolonged care, in Pennsylvania; require- 
ment for renewal of authorization after fourteen 
days in Poughkeepsie, and after five visits in 
Rochester; and medical follow-up of referred pa- 
tients and their records in San Francisco. In con- 
sidering such safeguards, it must be borne in mind 
that the savings will not be great, if the admin- 
istrative procedures involved are too costly; and 
that probably most large out-patient departments 
are already very much too busy to encourage un- 
necessary visits—the only exception being visits 
by patients who are unusually interesting for 
teaching purposes, the cost of whose care might 
voluntarily be assumed in large teaching clinics. 


Clerical Work and “Red Tape” 


There were a considerable number of complaints 
by hospital administrators concerning the large 
amount of clerical labor involved in filling out the 
necessary forms required by the public agencies 
to meet auditing requirements. A number of the 
large institutions have had to add to their clerical 
staffs in order to meet the extra clerical work 
involved; some have been able to distribute the 
extra burden among their regular employees. Per- 
sonal signature of the hospital administrator on 
all copies of an invoice seemed unnecessary “red 
tape” to one correspondent. As another corre- 
spondent put it, “It [the rate of pay] is not satis- 
factory to the hospitals because the extra work 
involved nets such a small financial return that it 
hardly pays its way.” Sorting of all records of 
service by “family” is a time-consuming, end-of- 
the-month process in one plan which requires a 
single invoice for all members of the same family. 
Another complaint is that payment by the public 
agency is very slow because so much red tape is 
involved. 


The plan in Rochester is the only one, from 
which details were secured, where the public 
agency assumes the responsibility for keeping all 
records, preparing bills and so forth. It is esti- 
mated that this administrative service costs the 
public agency over 15 cents a visit. This might 
be borne in mind in arriving at reasonable rates 
of payment under plans where the public agency 
devises the “red tape” with which the out-patient 
departments must conform. On the other hand, 
hospital administrators must recognize that satis- 
factory controls are necessary in the expenditure 
of public funds for relief and that expenditures 
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for medical relief must be subject to the same 
controls that are set up for other relief expendi- 
tures. 


C. Suggested Policies and Procedures 
Concerning the Use of Tax Funds 
for Out-Patient Service 


General Policies 


The general policies concerning the use of tax 
funds for out-patient service provided by non- 
governmental agencies are substantially those 
enunciated in “Hospital Care for the Needy” con- 
cerning payment for in-patient service. 


The Committee recognizes that payment for 
out-patient service on a per-visit basis entails 
more elaborate and expensive administrative pro- 
cedures than may seem to be justified by the rela- 
tively small charges involved; but is still of the 
opinion (as stated in the following item 4) that 
payment should be made on the basis of service 
rendered. 


1 It is recognized that the provision of gen- 
eral out-patient service by local governments is 
often insufficient to meet the needs for free or 
low-pay care. 


2 It is taken for granted as a sound principle 
of public policy that full use should be made of 
all governmental out-patient services existing in 
a community; and that where existing facilities 
are insufficient, governmental general hospitals 
should be encouraged to develop out-patient de- 
partments. 


3 It is recognized that the use of tax funds 
from local governments to pay nongovernmental 
hospitals for the out-patient care of the needy is 
a fairly widespread and, under some local condi- 
tions, a reasonable policy. 


4 Payment should be on the basis of service 
actually rendered. Payment ona lump sum or 
subsidy basis is undesirable. 


5 Physicians should be paid for out-patient 
work where this is necessary to maintain satis- 
factory standards of service. 


6 Public welfare officials should deal jointly 
with the hospitals of their community. The ex- 
perience of local public officials indicates that this 
can best be accomplished through the organiza- 
tion of hospital councils or health divisions of 
councils of social agencies within each community 
or political unit of sufficient size. Where, because 
of the smallness of the community or for other 
reasons, such organizations are not practicable, 
public officials should suggest that the approved 
local hospitals constitute a committee to represent 
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them jointly in conferences with public authori- 
ties. 


7 Public officials should recognize that good 
out-patient service is increasingly complex and 
costly; that a high standard of care of patients 
is important and an ultimate economy; and they 
should appreciate the close relation of out-patient 
service to in-patient care, general medical prac- 
tice, and to public health. Plans for payment for 
out-patient service should be an integral part of 
planning for all public medical services. 


8 The hospitals on their side should recognize 
the advantages of presenting a united front to 
the community concerning their needs; of avoid- 
ing internal dissension and competitive action 
which would lower standards of service. The pub- 
lic-spirited citizens on hospital boards should pre- 
sent their case to governmental officials without a 
competitive attitude and from the point of view of 
community needs. 


9 Both the public officials and the hospitals 
of each community should recognize that the rate 
of payment for service must be adjusted through 
conference, taking into account operating costs 
and other considerations which will vary among 
communities, and that no fixed simple formula 
controlling rate of payment can be generally 
applied. 


10 In seeking payment from public sources, 
hospitals must recognize that the accepted policy 
today is to the effect that public funds should be 
expended through public authorities; that some 
inspection or supervision of accounts, procedure 
for charging, and admission of patients must be 
expected by hospitals when they are dealing with 
governmental units or requesting funds from 
them. 


11 The utilization of nongovernmental out- 
patient services for the care of indigent persons 
at public expense should be accompanied by the 
development of uniform accounting systems. 


Standards for Out-Patient Service 


As was indicated in the previous discussion of 
problems, hospitals vary even more widely in the 
quality and content of their out-patient service 
than in their service to bed patients. The varia- 
tions between good and inferior quality of out- 
patient care are extreme. A so-called out-patient 
department may consist only of accident and 
emergency service to ambulatory patients. The 
content of an out-patient visit may range from a 
hasty, superficial observation of the patient “from 
the neck up,” by an inexperienced hospital in- 
tern, with a prescription of an aspirin or a 
cathartic, to a thorough examination and dis- 
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cussion of the patient’s condition by a group of 
experienced physicians, including specialists, sev- 
eral necessary diagnostic procedures, and the 
indicated advice and medication. 


It must be borne in mind that the inadequate 
service provided by some institutions is due 
primarily to lack of funds; and that payment for 
service to public patients could provide the where- 
withal to improve the quality of care. 


It is obvious that accepted standards for servy- 
ice must necessarily vary in different communi- 
ties, that is, that selection of institutions for 
public service must be among the existing institu- 
tions. In all except small communities con- 
sideration must be given to having a number of 
approved out-patient services in localities which 
are reasonably accessible to the low income 
group. 


Standards for out-patient service have been 
adopted by the American Hospital Association 
and the American College of Surgeons; and in 
certain special branches for example, clinics for 
tuberculosis, syphilis, gonorrhea, and cardiac con- 
ditions, more detailed standards have been pro- 
mulgated by other national bodies.** There is, 
however, no systematic inspection of out-patient 
departments and other clinics, or published lists 
of clinics which meet certain standards, such as 
exists in the case of the in-patient services of 
hospitals. Public welfare and other govern- 
mental departments which pay tax funds for out- 
patient service therefore cannot obtain from na- 
tional professional bodies a ready guide to the 
standards of institutions which they may be called 
upon to aid. 


This Committee recommends that the Ameri- 
can Hospital Association give consideration to the 
development, by itself or along with other appro- 
priate agencies, of a systematic standardization 
program for out-patient departments. 


Pending such a development, the. Committee 
makes the following suggestions concerning selec- 
tion, by the public agency, of the nongovern- 
mental out-patient departments to be paid for 
service. 


1 The public agency should, with the advice 
of hospital or health councils, state or local hos- 
pital associations, representatives of the Ameri- 
can College of Surgeons, medical societies, or 
others informed about hospital standards, develop 
and apply minimum requirements for the out- 
patient departments to be used for public service. 


2 Standards should be based on those devel- 
oped by the Out-Patient Committee of the Ameri- 





**See, for example, publications of The Committee on Admin- 
istrative Practice of the American Public Health Association. 
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can Hospital Association and by the American 
College of Surgeons, which are given in the 
Appendix. 


3 Standards should be developed in the light 
of existing local provisions. They should not be 
so high, especially in communities with meager 
facilities, as to exclude most of the existing serv- 
ices. On the other hand, in cities amply supplied 
with out-patient departments, selection should be 
based on wholly adequate standards. 


4 In order to encourage an improvement of 
standards by means of payment from public funds, 
it may be desirable, especially in communities 
where most of the available service is of inferior 
yuality, to provisionally approve institutions 
which do not meet the standards agreed upon. 
This should be done with the definite understand- 
ing that approval will not be continued, after a 
stated period of time, unless standards are met. 


5 Standards should include the provision that 
clinics shall be the out-patient departments of 
hospitals, or have a definite affiliation with hos- 
pitals for in-patient service. 


6 In general, the institutions selected for out- 
patient service should be the same as those pro- 
viding bed care for patients who are public re- 
sponsibilities. 


7 Comparable systems of accounting by hos- 
pitals should be required. 


The Per-Visit Rate 


The previous “Discussion of Problems” in- 
cludes discussion of methods and rates of pay, 
what constitutes a visit, and the clerical proce- 
dures involved in meeting the requirements of 
public agencies. 


1 Section 4 under “General Policies” indicates 
that payment should be made on the basis of serv- 
ice rendered. As the unit of service for out- 
patient care is the “visit,” payment should be 
based on the number of visits made by persons 
for whom the public agency has assumed re- 
sponsibility. 


2 Any medical conference constitutes a visit; 
therefore charges may properly be made for two 
or more visits if the patient, during the same 
attendance at an out-patient department, is cared 
for in two or more out-patient clinics. Refers for 
Special diagnostic examinations or tests should 
not be counted as visits. 


3 Sections 6, 8, and 9 under “General Pol- 
icies” indicate that in arriving at per-diem rates 
of pay, as well as in developing all other policies, 
the public agency should deal jointly with all of 
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the hospitals in a community and not with individ- 
ual hospitals on a competitive basis. 


4 Public authorities should bear in mind that 
needy persons are entitled to a high standard of 
care and that per-visit rates must be high enough 
to permit this type of service, and that hospitals 
cannot assumes the responsibility of caring for 
public patients if the remuneration for their care 
is too small to enable the hospital to provide 
satisfactory service for this group. 


5 The rate of payment per visit should be 
uniform for all institutions in the same com- 
munity. In localities where there are adequate 
systems of uniform cost accounting and control 
of standards which can be recognized by the pub- 
lic authorities, a verying rate of payment, up to 
an agreed maximum, might be practicable. 


6 All extra services, with the exception of a 
very few unusual and expensive procedures, 
should be included in the per-visit rate. 


7 Community support previously received by 
hospitals for out-patient service and the amount 
of free service given in the years preceding the 
arrangement with public authorities, should be 
taken into consideration in determining per-visit 
rates. Voluntary out-patient departments should 
continue to seek community support from volun- 
tary funds on the basis of charitable service. 


8 Hospital representatives should agree among 
themselves on a tentative uniform rate which 
they should present to the public authorities as a 
basis for negotiation. 


9 In preparing for such negotiation, the hos- 
pitals should compute their individual costs for 
out-patient service on a basis which is comparable 
for all the institutions concerned, as governmental 
authorities may be expected to request full in- 
formation concerning the methods of computing 
costs which led to the establishment of the pro- 
posed rate. 


10 A fair per-visit rate may be considered 
one which is neither as high as the cost in insti- 
tutions which provide elaborate services, nor as 
low as that of institutions rendering a poor qual- 
ity of care. The cost of nearby governmental 
out-patient services of good quality may well be 
considered in this connection, provided that the 
costs are computed on a comparable basis. 


11 In establishing rates of pay, governmental 
authorities should bear in minds that the prepara- 
tion of the forms, invoices, and so forth required 
for the control of public expenditures necessitate 
considerable clerical labor on the part of hospitals. 


12 Governmental authorities should aim to 
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reduce accounting and billing procedures to a 
minimum consistent with the controls established 
for other types of public expenditure. 


Eligibility and Authorization for Service at 
Public Expense 


The principles involved in determination of 
eligibility are the same as those enunciated in 
“Hospital Care for the Needy” which are quoted 
at the end of this section. 


Whether or not application for authorization 
may originate with the out-patient department is 
a point which may require special consideration. 
As the determination of medical need is a medical 
responsibility and usually may be most readily 
made at the out-patient department, out-patient 
departments should be free to initiate request for 
authorization on behalf of patients who have come 
to them for care. 


The length of time for which service should be 
authorized is another point requiring considera- 
tion. Although it is probable that control of the 
duration of treatment in out-patient departments 
is not nearly as essential as control of the lengtn 
of stay in hospital wards, it may be desirable, 
especially in localities where payment for out- 
patient service represents an important expendi- 
ture, to control the duration of treatment by 
requiring: 


reauthorization for service after a stated 
number of visits, as in Rochester, or after a 
stated period of time, as in Poughkeepsie; 
special authorization by medical authority 

’ for service to patients who require prolonged 
treatment, as in Pennsylvania. 


However, in developing such controls, the pub- 
lic agency must take due precaution to avoid in- 
terfering with the use of out-patient departments 
for service to the chronically ill, as clinic care is 
especially valuable for this large group of pa- 
tients. 


As indicated in our former statement on “Hos- 
pital Care for the Needy,” public funds are ex- 
pended in many places and we believe should prop- 
erly be expended for the medical care of persons 
who are otherwise self-supporting (the so-called 
medically needy) as well as for persons who are 
eligible for general relief or for other forms of 
public assistance. 


In connection with out-patient service, however, 
the determination of eligibility, the authorization 
for service, and the necessary auditing procedures 
may involve administrative difficulties and require 
more expense than seem justified in comparison 
with the small rate of payment per visit. This 
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may be especially true in large communities. It 
should be pointed out, on the other hand, that the 
comparison may more properly be made with the 
total cost of treatment for an illness than with 
the rate of payment for a single visit. 


With these considerations in mind, the Commit- 
tee recommends, that unless administrative pro- 
cedures for the payment of out-patient depart- 
ment care for the medically needy can be simpli- 
fied by local arrangements, payment from tax 
funds for out-patient care be usually made only 
for persons who are eligible for relief or for other 
forms of public assistance. In small communities 
where administrative difficulties do not exist, an 
exception to this policy may be made. 


The limitation to persons eligible for public as- 
sistance should not be construed to affect payment 
by health departments or other agencies for care 
of the medically needy in clinics, for tuberculosis, 
maternity and child welfare, venereal disease, and 
other conditions of public health interest. 


The following principles concerning determina- 
tion of eligibility are quoted from “Hospital Care 
for the Needy.” For discussion of these princi- 
ples, the reader is referred to that statement. 


1 Agreements concerning eligibility for 
tax-supported hospital care should be devel- 
oped through local conferences between pub- 
lic officials and representatives of hospitals 
and the medical professions. 


2 The determination of medical need 
should be a medical responsibility. 


3 The determination of eligibility for care 
at public expense should be the responsibility 
of the governmental agency which author- 
izes the expenditure. 


4 Persons already accepted for mainte- 
nance at public expense should be eligible, 
without further investigation, for hospital 
care at public expense. 


5 (The following principle is, of course, 
not applicable when payment is made only 
for persons who are eligible for public assist- 
ance.) For the otherwise self-supporting, 
decision concerning financial eligibility for 
care at public expense should be reached by 
qualified persons after investigation and con- 
sideration of the following factors in each in- 
dividual case: 


a) Pertinent laws and ordinances 


b) Budget sufficient to provide a standard 
of living consistent with health and de- 


HOSPITALS 





















cency according to the size and composi- 
tion of the family 


ce) Family income and assets; liabilities 
and responsibilities 


d) Probable cost of the necessary diag- 
nosis and treatment 


6 Hospital care at public expense should be 
authorized on an individual case basis by the 
governmental agency responsible for pay- 
ment. 


Appendix 
Standards for Out-Patient Department Service 


The report of the Out-Patient Committee of the 
American Hospital Association,’” adopted by the 
Association in 1926, contained the following five 
standards: 


I The out-patient and the bed services 
should be regarded as intimately asso- 
ciated phases of hospital work and should 
be unified as fully as possible as to medi- 
cal staff and as to administrative organi- 
zation. 


II The number of patients accepted for care 
should be limited and regulated according 
to the facilities of staff, space, and equip- 
ment. 


III Adequate records should be maintained 
of the medical work, the attendance, and 
the income and expenditure. All the 
medical records of a patient should be 
filed together. 


IV Adequate laboratory service should be 
made available for the out-patient de- 
partment. 


V Nursing service, social service, and cleri- 
cal service should be provided. Physicians 
should be able to devote their time to 
their patients and be freed from me- 


chanical and clerical duties. 

The American College of Surgeons" also devel- 
oped advisory standards about this same time, 
incorporating the principles formulated by the 

American Hospital Association. These standards 
- have since been enlarged and extended by both 
bodies.’® 


Definitions of a Clinic Visit 


“A clinic visit is the occasion of treatment or 
any personal professional service to an out- 
patient in any subdivision of the clinic for treat- 
ment or any professional service. 


“Note: The visit is the unit of out-patient serv- 
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ice corresponding to the patient-day for in- 
patient service. If an individual receives several) 
services on the same day, whether in the same or 
separate divisions of the out-patient department, 
several ‘visits’ should be recorded. Services of 
the x-ray and physiotherapy department, phar- 
macy and laboratories should not be recorded as 
‘visits’ but as ‘films,’ ‘fluoroscopies,’ ‘x-ray treat- 
ments,’ ‘physiotherapy treatments,’ ‘prescrip- 
tions,’ ‘tests,’ etc. This procedure differentiates 
the special services in a more effective manner 
and does not interfere with their addition to the 
total of ‘visits’ if a hospital administrator con- 
siders the summation desirable. 


6c 


a. The clinical examination of the applicant 
by the admitting doctor is to be counted as a visit. 


“b. No visit is to be counted for the interview 
of the applicant by the admitting department. 


“ec 


ce. No visit is to be counted if a patient is 
registered in a department of the clinic, but a 
doctor fails to see him.”*° 


“A visit to a clinic or a medical conference is 
the occasion when treatment or any other per- 
sonal professional service is given to a patient. 
In order to be counted on Form H-2, a visit 
should have been recorded on the patient’s clinic 
record. For a given attendance at the agency, 
only one visit to any one clinic should be counted, 
even though several different types of treatment 
were provided. 


“If a recorded service was rendered in more 
than one clinic or medical conference during a 
given attendance at the agency, a visit should be 
counted for each of these clinics or medical con- 
ferences. The clinical examination of an appli- 
cant by a physician in connection with the appli- 
cant’s admission to the clinic should be counted as 
a visit only if the findings become a part of the 
applicant’s clinic record.”?* 


15 Hospital Survey for New York, Vol. III, pages 339-341; 
Klein, Philip, and Collaborators, A Social Study of 
Pittsburgh, page 756 

16 Hospital Survey for New York, Vol. II, page 496 

17 American Hospital Association, Transactions. Chi- 
cago: Office of the Association, Vol. XXVII, 1925, pp. 
72-77, 84-87, 90; Vol. XXVIII, 1926, p. 285 

18 American College of Surgeons, Manual of Hospital 
Standardization. Chicago: Office of the Association, 
p. 55 

19 American Hospital Association, Transactions. Chi- 
cago: Office of the Association, Vol. XXXVIII, 1936, 
pp. 80-94 

20 American Hospital Association, Hospital Accounting 
and Statistics. Chicago: Office of the Association, 
1987, p. 61 

21 Excerpt from “Clinic Service— Instructions for 
Monthly Reports from Areas Cooperating in the Reg- 
istration of Social Statistics.’ Form H-2, Social Sta- 
tistics, Preliminary—Jan. 1, 1939. Washington, D. C., 
Children’s Bureau, U. S. Department of Labor. 
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Professional Audit in the Small Hospital 


PEARL R. FISHER, R.N. 


the practical value of the staff audit for the 

small hospital. This is based upon our ex- 
perience at Thayer Hospital, where a staff audit 
has been carried out for the past two years. This 
has been a means of improving not only our hos- 
pital records, but the entire standard of clinical 
work. 


Te purpose of this article is to demonstrate 


The Staff Audit—What It Comprises 


The staff audit, first described by Dr. Thomas 
Ponton, is a practical method of appraising the 
entire professional work of the hospital. This 
system, with some modification, can be adopted 
by almost any hospital. Once each week, at a 
scheduled time, the completed records are care- 
fully reviewed by some member of the staff, desig- 
nated as auditor, together with the chairman of the 
staff, and the members of the record committee. 
Each staff member acts as auditor for one month, 
in rotation. This allows each member to partici- 
pate in the audit, and still lends continuity to the 
scheme. Cases are classified as to type, risk, and 
result obtained. 


The essential point of the staff audit is that for 
each patient there must be an honest comparison 
of the result secured with that which might be 
reasonably expected. Records are very carefully 
reviewed for errors in diagnosis, treatment, judg- 
ment and technique. The object is not to place 
the blame on any one person, but to find successes 
and failures of all kinds in order to bring about 
an improvement and to stimulate interest in the 
professional work in general. 


The form and content of the record is very care- 
fully gone over, and should the record reveal any 
errors or omissions, a confidential note is given 
to the physician regarding corrections and sug- 
gesting changes. This information is also re- 
corded on a master sheet, which is kept by the 
record clerk. It is her responsibility to see that 
the physician makes the necessary changes before 
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the record is cross indexed and filed. Once a 
month a consolidated report, containing all the in- 
formation obtained from the weekly audits, is 
presented at staff meeting for discussion. 


Developing a Cooperative and Scientific Spirit 
Through the Staff Audits 


The greatest value of this audit is in developing 
a cooperative and scientific spirit on the part of 
the staff, who begin to see the real practical value 
of their own hospital records. In other words, 
these records are written for use, rather than 
mere filing. All this takes a little time. In our 
own case, this plan was received at first with con- 
siderable indifference by the staff as a whole, but 
through the enthusiastic efforts of a minority, 
the audit was started and has developed gradually 
into something that has exceeded our fondest ex- 
pectations. 


In the first few months certain significant, 
but hitherto unrecognized deficiencies, were 
brought to light, obviously a matter of concern 
both to the hospital and the staff. As time went 
on other errors were discovered and corrected. 
The value of all this and the importance of the 
records became apparent to each staff member as 
he had the opportunity of serving as auditor. This 
plan enables the entire clinical work of the hos- 
pital to be reviewed by the individual staff mem- 
ber. This is bound to increase his own interest 
and to develop an inquiring attitude, and results 
in a more cooperative spirit. 


The greatest difficulty with the record problem 
is overcome when the physician realizes, through 
his own experience, that his records are put to a 
practical use and that they are not insisted upon 
by the hospital simply to gain the approval of the 
American College of Surgeons. In our own ex- 
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perience, this has solved the problem of delinquent 
records. No records are filed away until they are 
completed and have gone through the audit. No 
one wants his records reported as incomplete. As 
a result, each member takes pride in having his 
records written on time and with progress notes 
up to date. Another noticeable improvement has 
been in the content of the record. They are criti- 
cized as to form, completeness of detail, logic, and 
even English. The correction of papers in any 
English course is an accepted form of teaching. 
This works quite as well with hospital records. 


Improving the Standard of Professional Work 
Through the Staff Audit 


While naturally the greatest value of the audit 
would seem to be in improved records, there is 
bound to be a beneficial effect upon the general 
standard of clinical work. As errors of diagnosis 
and judgment are brought to light, emphasis is 
placed upon more complete study of the individual 
case. Errors of treatment or technique may sug- 
gest the need of appraisal of professional qualifi- 
cations and for the need of further training or 
postgraduate instruction in individual cases. All 
consultations are noted in the audit and omission, 
when analysis indicates a consultation, calls for 
an error of judgment. 


Our experience shows the audit has materially 
increased the number of consultations, always in- 
dicative of improved clinical work. All deaths are 
carefully studied and classified as inevitable, justi- 
fiable, or non-justifiable. The value of post-mor- 
tem examinations becomes quite obvious. This 
has materially increased our percentage of post- 
mortems. 


An analysis of the audit of last year shows that 
80 per cent of the cases were elective, 18.4 per 
cent were emergency, and 1.6 per cent were pal- 
liative. The risks were considered good in 87 per 
cent, fair in 8 per cent, and poor in 5 per cent. 
As 95 per cent of the risks were considered either 
as good or as fair and 90.5 per cent of these were 
discharged as recovered or improved, the final 
results might be considered satisfactory as a 
whole, inasmuch as many of these discharged un- 
changed, 8.3 per cent were short-time cases ad- 
mitted for study and diagnosis. 





Results 


Thirty-two per cent of the deaths were consid- 
ered inevitable, 65 per cent justifiable, and 3 per 
cent non-justifiable. In 34.4 per cent of the deaths 
post-mortem examinations were held, an increase 
of 13.7 per cent over the previous year. 


Records 


The second year of the audit, 92.5 per cent of 
the records were considered perfectly satisfac- 
tory, compared with 87.7 per cent the first year 
of the audit, an increase of about 5 per cent. The 
ratio of consultations to number of patients last 
year was 29 per cent as compared to 23 per cent 
for the previous year, and 11 per cent for the 
year before, a marked increase following the adop- 
tion of the audit. This indicates a healthy spirit 
of cooperation and professional interest on the 
part of the staff. 

Errors 


The ratio of errors noted in the audit for 1941 
was 2.5 per cent as compared with 3.1 per cent 
for the year previous. By far, the majority of 
these were errors of judgment, such as delay or 
failure to use indicated diagnostic or laboratory 
procedures, failure to use indicated consultations, 
or the question of proper procedure in obstetrical 
cases. In about one per cent of the cases a ques- 
tionable error was given when there was some 
doubt in the minds of the auditors or where the 
issue might be controversial. 


The staff audit, as its name implies, is an audit 
of the professional work of the hospital. It is a 
fair and impartial evaluation of the clinical work 
of each individual staff member. Each case record 
is subject to critical analysis, noting errors of 
judgment, diagnosis, treatment, or technique, in 
an effort to determine in the final analysis whether 
or not the results obtained were justified. .In our 
own experience the staff audit has proven to be the 
best means of solving the record problem. It has 
made each staff member cognizant of the practical 
value of records. In addition, the staff has been 
able to accumulate data of scientific value. It 
has taken care of the problem of delinquency, 
and has improved the form and content of the 
record. It has developed a real cooperative con- 
structive spirit and has greatly improved the clin- 
ical work of the staff. 





American Physiotherapy Association 


The American Physiotherapy Association will 
hold its twenty-first annual convention at Lake 
Geneva, Wisconsin, from June 28 to July 3. 
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Alabama Hospital Association 
The date of the Alabama Hospital Association 


Convention to be held in Montgomery has been 
changed from April 14 to April 21. 




















New England Hospital Assembly 


The New England Hospital Assembly met 
March 11, 12 and 13 at the Hotel Statler, Boston. 
Two hundred and fifty members and 666 visitors 
registered, making a total registration of 916. 


The meeting, covering three days, concerned 
itself primarily with further defense activities. 
New England had started thinking in defense and 
preparedness terms in 1940 and this program was 
a continuation of such ideas, together with a re- 
checking and evaluation of the program so far. 

A Surgeon Lieutenant Commander of the Brit- 
ish Navy spoke on the conversion of a country 
home into a hospital for use in war times and gave 
many valuable suggestions to the membership. 

Dr. Gerald F. Houser, assistant director of the 
Massachusetts General Hospital, told of the work 
of the American Hospital for Communicable Dis- 
eases in England. 


An interesting and instructive Laundry Sym- 
posium was conducted by the members of the 
Institutional Laundry Managers’ Association of 
Massachusetts, which proved to be most beneficial 
to the assembled members. This was followed by 
a Symposium on the Small Hospital. A paper on 
“Administration” was presented by Edna D. Price, 
superintendent, Emerson Hospital, Concord, Mas- 
sachusetts, followed by one on “Professional 
Staff” by Dr. Joseph H. Pratt, chief of staff, Jo- 
seph H. Pratt Diagnostic Hospital, Boston, Mas- 
sachusetts, and a paper on “Laboratory and Diag- 
nostic Facilities” was given by Dr. John C. Leon- 
ard, associate director, Commonwealth Fund, New 
York. “Nursing Service’ was presented by 
Katherine L. Perry, R.N., superintendent, Mar- 
tha’s Vineyard Hospital, Oak Bluffs, Massachu- 
setts. These papers were discussed by Dr. Fred- 
erick T. Hill, trustee, Thayer Hospital, Waterville, 
Maine; Laurence C. Campbell, president, Board 
of Trustees, Barre City Hospital, Barre, Vermont, 
and Mrs. Louise A. Hornby, R.N., superintendent, 
St. Luke’s Hospital, Middleboro, Massachusetts. 

At the Consultation Service conducted, 163 
members requested information. 

In the evening a General Public Meeting, with 
approximately 480 in attendance, heard addresses 
by Dr. Frank H. Lahey, speaking on “The Place 
of the Medical Association in the Present War 
Situation”; Major Julia Stimson, on “The Place 
of the Nurses Association in the Present War Sit- 
uation,” and James A. Hamilton, president-elect 
of the American Hospital Association, on “The 
Work of the Hospitals in This Program.” 

On Thursday morning Dr. Allan M. Butler, re- 
gional medical officer, First Civilian Defense 
Area; Dr. Edgar C. Yervury, Department of Men- 
tal Health, Commonwealth of Massachusetts; Oli- 
ver G. Pratt, secretary, Massachusetts Committee 
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‘on Public Safety, and Dr. Nathaniel W. Faxon, 


director, Massachusetts General Hospital, spoke 
on the care of the patient in the Civilian Defense 
Program. At luncheon Dr. Bert W. Caldwell, sec- 
retary, and James A. Hamilton, president-elect, 
brought greetings from the American Hospital 
Association, and Col. George Baehr cleared many 
points in regard to the position of hospitals in the 
work of Civilian Defense. Blood banks apparently 
are a big factor which need further consideration 
and immediate attention. 


Thursday afternoon a start was made on “An 
Audit of the Hospital.” This was considered from 
“Auditing the Medical Work of a Large Hospital,” 
by Dr. Howard M. Clute, chief of surgical staff, 
Massachusetts Memorial Hospital, Boston, Massa- 
chusetts; “Medical Audit of a Small Hospital,” by 
Pearl R. Fisher, R.N., superintendent, Thayer 
Hospital, Waterville, Maine; “Audit of Nursing 
Service,” by Mary. E. Shepard, R.N., M.A., super- 
intendent of nurses, Cambridge Hospital, Cam- 
bridge, Massachusetts; “The Annual Report,” by 
Dr. Fraser D. Mooney, superintendent, Buffalo 
General Hospital, Buffalo, New York; “Hospital 
Rates and Charity,” by James A. Taylor, secre- 
tary, Board of Directors, Hartford Hospital, Hart- 
ford, Connecticut, and “Cost Accounting,” by 
Theodore 8S. Spear, president, Board of Trustees, 
Rumford Community Hospital, Rumford, Maine. 

Friday morning a Symposium on “Food and 
Nutrition,” with description of Cafeteria Serv- 
ice for Patients and Employees, by Dr. William A. 
Bryan, superintendent, Norwich State Hospital, 
Norwich, Connecticut; “With Emphasis on Ade- 
quate Diet,” by Nelda A. Ross, president, Ameri- 
can Dietetic Association, and “What of Vita- 
mins?” by Elda Robb, Ph.D., professor of nutri- 
tion, Simmons College, Boston, Massachusetts. 

Friday noon the various State Hospital Asso- 
ciations composing the Assembly held luncheons. 

Friday afternoon a Round Table considering 
various problems was conducted by Oliver G. 
Pratt, superintendent, Salem Hospital, Salem, 
Massachusetts, and James A. Hamilton, director, 
New Haven Hospital, New Haven, Connecticut, 
assisted by Laurence Campbell, president, Board 
of Trustees, Barre City Hospital, Barre, Vermont; 
William S. Brines, assistant superintendent, 
House of Mercy Hospital, Pittsfield, Massachu- 
setts, and Pearl R. Fisher, superintendent, Thayer 
Hospital, Waterville, Maine. 

At the closing business session the officers 
elected were: 

President—Wilmar M. Allen, M.D. 

Hartford Hospital, Hartford, Connecticut 

Vice-President—Frances Ladd, R.N. 
Faulkner Hospital, Jamaica Plain 
Boston, Massachusetts 
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Made specially for hospital use, 
it’s unsurpassed for purity... 
for mildness ... for economy! 


he three major requirements of a soap for patient 

care are purity, mildness, and economy. Colgate’s 
Floating Soap meets all three, because in its develop- 
ment, hospital needs were given first consideration! 

In purity, Colgate’s Floating meets the highest hos- 
pital standards. Nurses and patients agree that it is 
exceptionally mild and kind to the skin. And in cost, 
hospital superintendents find Colgate’s Floating an 
agreeable surprise! 

Let us quote you on the sizes and quantities you need. 
Atthe same time, request your copy of our handy“Soap 
Buying Guide.” See your local Colgate-Palmolive- 
Peet representative, or write to us direct. 


For use in private pavilions, and 
particularly for women patients, 
we suggest Cashmere Bouquet. 
A fine, white, hard-milled soap, 
it is famous for its rich, creamy 
lather ... its delicate, lingering 
perfume! Available in a variety 
of miniature sizes. 


Palmolive is becoming increas- 
ingly popular among hospitals, 
both for staff use and for patient 
care. Made with rich Olive and 
Palm Oils, it meets the highest 
hospital standards in purity. 
Palmolive, too, is available in 
miniature sizes. 


Colgate-Palmolive-Peet Co. 


Industrial Department 


Jersey City, N. J. 











Treasurer—Donald S. Smith 
Mary Hitchcock Memorial Hospital 
Hanover, New Hampshire 

Secretary-—A. G. Engelbach, M.D. 
Cambridge Hospital 
Cambridge, Massachusetts 

Trustees— 

Albert W. Buck, Ph.D. 

Charlotte Hungerford Hospital 
Torrington, Connecticut 

Rev. Donald A. McGowan 
St. Elizabeth’s Hospital 
Brighton, Massachusetts 

Laurence C. Campbell 
Barre City Hospital 
Barre, Vermont 

Stephen S. Brown, M.D. 

Maine General Hospital 
Portland, Maine 

Joelle C. Hiebert, M.D. 

Central Maine General Hospital 
Lewiston, Maine 


Newly Elected Officers of Massachusetts 
Hospital Association 
President—Charles F. Wilinsky, M.D., Boston 
Vice-President—George A. Maclver,, M.D., 
Worcester 

Secretary—W. Franklin Wood, M.D., Waverly 
Treasurer—Warren F. Cook, M.D., Boston 
Trustee for four years—Lillian A. Sutton, R.N., 


Amesbury 
House of Delegates of the American Hospital 
Association 
Delegates— 


George A. MaclIver, M.D., Worcester 

Clara B. Peck, R.N., Pittsfield 
Alternates— 

Joseph P. Leone, M.D., Quincy 

Amy E. Birge, R.N., Northampton 





Texas Hospital Association 

The Texas Hospital Association held its thir- 
teenth convention in Houston, February 26-27. 
Meeting with the Hospital Association were the 
Texas associations of: hospital accountants, med- 
ical record librarians, nurse anesthetists, occu- 
pational therapists, and physiotherapists. Each 
of these organizations arranged a well-ordered 
and interesting program relative to the activities 
of their respective organizations during the war. 

Harry G. Hatch, superintendent of the North- 
west Texas Hospital, Amarillo, and president of 
the Texas Hospital Association, and Madelyne 
Sturdavant of the Methodist Hospital, Dallas, ex- 
ecutive secretary of the Association, arranged an 
excellent program for the hospital convention. 

The morning of February 26 was devoted to 
the opening exercises. There were addresses by 
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C. Rufus Rorem, director of Hospital Service Plan 
Commission of the American Hospital Associa- 
tion, and W. R. McBee, administrator of Group 
Hospital Service, Incorporated, of Texas. 

In the afternoon a panel and round table on 
“War Problems” was conducted by Robert Jolly, 
administrator of Memorial Hospital, Houston. 
Participating in the panel were Sister DePaul 
Belli, St. Paul’s Hospital, Dallas; George Buis, 
Brackenridge Hospital, Austin; Paul M. Clauser, 
Parkland Hospital, Dallas; R. O. Daughety, Her- 
mann Hospital, Houston; Dr. 8. Baron Hardy, 
Jefferson Davis Hospital, Houston; Mrs. Eloween 
Mesch, State Board of Nurse Examiners, San 
Antonio; Lawrence R. Payne, Hillcrest Memorial 
Hospital, Waco; Margaret Sammick, St. Mary’s 
Infirmary, Galveston; A. C. Seawell, City-County 
Hospital, Fort Worth; and Mrs. Ed. Sizer, Fred 
Roberts Memorial Hospital, Corpus Christi. 

Thursday evening was the president’s evening, 
with Mrs. Josie M. Roberts, chairman of the com- 
mittee on local arrangements, presiding. Harry 
G. Hatch delivered his presidential address; Dr. 8. 
Baron Hardy presented the state Hospital Day 
awards; and the oration of the evening was de- 
livered by F. M. Law, president of the First Na- 
tional Bank of Houston, past president of the 
American Bankers Association, and trustee of 
Memorial Hospital, Houston. Mr. Law’s topic was 
“The World After the War.” 

Friday morning the panel on accounting was 
held, and Dr. Basil C. MacLean, director of Strong 
Memorial Hospital, Rochester, New York, and 
president of the American Hospital Association, 
addressed the conference on “Social Security and 
Hospitals.” On Friday afternoon the panel and 
round table on professional services was con- 
ducted by Dr. George M. Hilliard, administrator 
of Baylor University Hospital, Dallas. 

At the banquet on Friday evening, Dr. Basil C. 
MacLean was the speaker of the evening. His 
topic was “Hospital Adjustment to War.” 

The following officers were elected for the com- 
ing year: 

PRESIDENT ELECT—A. C. Seawell, Administrator, 

City County Hospital, Fort Worth 
FIRST VICE PRESIDENT—Sister Mary Vincent, Ad- 

ministrator, Providence Hospital, Waco; Presi- 

dent, Texas Conference of the Catholic Hospital 

Association 
SECOND VICE PRESIDENT—Margaret Kennedy, 

Administrator, Paris Sanitarium, Paris 


THIRD VICE PRESIDENT—C. J. Hollingworth, Ad- 
ministrator, West Texas Hospital, Lubbock 
TREASURER—Tol Terrell, Administrator, Harris 
Memorial Methodist Hospital, Fort Worth 
TRUSTEE, THREE-YEAR TERM—George Buis, Ad- 
ministrator, Brackenridge Hospital, Austin 
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Only One 
Pair of ‘ 
Feet Sal 
in the World 
Could make 
These 
Prints 


N. other footprints are exactly the same as those 


of this newborn infant. And no other oxytocic prod- 
uct duplicates Pitocin, ‘which helped bring this baby 
into the world. Pitocin contains the oxytocie prin- 
ciple of the pituitary gland with almost none of its 
pressor principle. Thus, it effectively stimulates uter- 
ine contractions without raising the blood pressure... 
an especially useful factor when labor is complicated 


by such conditions as nephritis and hypertension. 


Pitocin is a familiar product in most delivery 
rooms. Obstetricians are pleased with its oxytocic 
reliability, its speedy action, the rarity of systemic 
reactions following its use. The Parke-Davis label 


assures accurate standardization. 


’ Chief indications for Pitocin (alpha-hypophamine) 
are: medical induction of labor; stimulation of the 
: laggard uterus during labor; prevention and mini- 
P] +O) (" | N mizing of postpartum or late puerperal hemorrhage; 
and of blood loss following cesarean section or 


A product of modern research offered to the p 
medical profession by curettage. Literature on request. 


*Trade Mark Reg. U.S. Pat. Off. 


PARKE, DAVIS &® COMPANY DETROIT, MICHIGAN 


OVER 75 YEARS OF SERVICE TO MEDICINE AND PHARMACY 
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TRUSTEE, THREE-YEAR TERM—Mrs. Josie M. Rob- 
erts, Administrator, Methodist Hospital, Hous- 
ton 
House of Delegates of the American Hospital 

Association 

Delegates—J. H. Groseclose, Administrator, 

Methodist Hospital, Dallas 


Robert Jolly, Administrator, Memorial Hospi- 7 


tal, Houston 

Alternate Delegates—L. N. Markham, M. D., Ad- 
ministrator, Markham-McRee Hospital, Long- 
view 
Ellen Louise Brient, Administrator, Nix Hos- 
pital, San Antonio 





Louisiana Hospital Association 


The Louisiana Hospital Association held its 
eighteenth annual convention in Shreveport on 
March 20. F.S. Groner, Jr., of the Southern Bap- 
tist Hospital, New Orleans, and president of the 
Association, opened the convention. 


The morning session was addressed by A. L. 
Pollard, secretary-manager of Retail Merchants 
Association, Shreveport, on “Credit and Collec- 
tions;” Mrs. Margaret Hales Rose, superinten- 
dent of Wichita Falls General Hospital, Wichita 
Falls, Texas, on “Hospitals and Their Personal- 
ity;” and Dr. Bert W. Caldwell, executive secre- 
tary of the American Hospital Association on 
“Hospital Operation in Wartime.” 

Dr. A. A. Herold, superintendent of North 
Louisiana Sanitarium, Shreveport, was toastmas- 
ter at the luncheon, and Dr. Pierce Cline, presi- 
dent of Centenary College, Shreveport, was the 
guest speaker. 


At the afternoon session, R. E. Blue, business 
manager of Tri-State Hospital, Inc., Shreveport, 
and president-elect of the Louisiana Hospital As- 
sociation, presided. This session was addressed 
by Mrs. H. O. Barker, Hospital Service Associ- 
ation of Alexandria; Dr. A. J. Hockett, superin- 
tendent of Touro Infirmary, New Orleans; Edwin 
Peel, superintendent of Hurst Eye, Ear, Nose & 
Throat Hospital, Longview; and Dr. J. W. Daven- 
port, department of seriology, Southern Baptist 
Hospital, New Orleans. 

At the annual business meeting the following 
officers were elected: 

President—R. E. Blue, business manager of 
Tri-State Hospital, Shreveport. . 

President-Elect—Mrs. Kate Tipping, assistant 
superintendent of Touro Infirmary, New Orleans. 

Secretary-Treasurer—A. P. Richard, business 
manager of Hotel Dieu, New Orleans. 

Trustees—Miss Graham Price, Baptist Hospi- 
tal, Alexandria; Mrs. H. O. Barker, Baptist Hos- 
pital, Alexandria; Dr. A. A. Herold, North 
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Louisiana Sanitarium, Shreveport; Mrs. I. }. 
Stafford, Baton Rouge General Hospital, Bato 
Rouge; and Dr. A. J. Hockett, Touro Infirmary, 
New Orleans. 

New Orleans was named the convention si‘e 
for 1943 and the convention will be held some 
time during March. 





Arizona Hospital Association 


The Arizona Hospital Association held its ain- 
nual convention in Phoenix, February 20 and 21. 
A majority of the state hospitals were repre- 
sented, and instructive and interesting papers and 
talks were given. The high lights were the dis- 
cussions on “Group Hospitalization,” ‘Nursing, 
Education and Requirements,” “Balancing a Hos- 
pital Budget,” “The Hospital and the Dietitian,” 
“Medical Libraries,” and “Lien-laws.” Inasmuch 
as Arizona has no lien-law the incoming president 
was instructed to appoint a special legislative 
committee to study the laws of the other states, 
and bring recommendations to the association at 
its next meeting. 

President J. O. Sexson presided at the annual 
banquet at which Rev. Father Emmett McLough- 
lin was the speaker. 

The following officers were elected for the ensu- 
ing term: 

President—Charles W. Sechrist, M. D., 
Medical Director, Flagstaff Hospital, Flag- 
staff. 

Vice-president—Sister Mary Thomas, Su- 
perintendent, St. Joseph’s Hospital, Phoenix. 

Secretary-Treasurer—Guy M. Hanner, Ad- 
ministrator, The Desert Sanatorium, Tucson. 

* * * 


Medical Record Librarians, and those having 
some work with or interest in medical records in 
Arizona, met in Phoenix, February 21, at lunch- 
eon, following a meeting in conjunction with the 
Arizona State Hospital Association. Phoebe 
Rogers, Sage Memorial Hospital, Ganado, spoke 
to the group on the growth of the Indian mission 
hospital in which she works. Officers elected to 
the Arizona State Association of Medical Record 
Librarians were: Mrs. Josephine B. Over, Desert 
Sanatorium, Tucson, President; Mrs. Peter Buff- 
ington, Good Samaritan Hospital, Phoenix, sec- 
retary-treasurer. Sister Vincent. Maries, St. 
Mary’s Hospital, Tucson, was appointed chairman 
of the membership committee; Maryan Carlson, 
Gruno Clinic, Phoenix, chairman of the program 
committee, and Mildred Welnick, St. Joseph’s 
Hospital, Phoenix, Genevieve Hays, Pima County 
Hospital, Tucson, and Miss Carlson, to edit a 
leaflet for contact with the widely scattered mem- 
pers in the state. 
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The Problem — Different patients impose 
different lighting problems. Location of or- 
gans, obesity or emaciation of patient, char- 
acter of operation—all may affect the angle 
of the incision. Yet, light must be projected 
to the bottom and uniformly along the sides 
of every incision. The path your scalpel is 
to take must be adequately illuminated. 


Write for booklet “Vision In Surgery” 


THE CORRECT 45° ANGLE 


The Solution — A Castle Operating Light. 
Not only can it be pre-adjusted to a basic 
position, anywhere within a 7-foot circle, but, 
during the operation, it can be precisely ad- 
justed—at the touch of a fingertip—to pro- 
ject the full concentration of light along the 
axis of vision, regardless of the angle the in- 
cision takes. 


Castle Pressure Instrument Washer- 
Sterilizer provides complete cleansing, 
sterilization and drying of instruments 
in ene single positive process. Instru- 
ments dried, sterilized :and ready for 
re-use within ten minutes. 


WILMOT CASTLE COMPANY, 1276 University Avenue, Rochester, New York 


Track rotated to 45° angle from 
mid-line of table—light half way 
between center position and end of 
track for proper angulation to sec- 
ure maximum light penetration of 
incision. 
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The Significance of Tuberculous Infection in 


Employees of Hospitals and Sanatoria 


H. W. HETHERINGTON, M.D., and HAROLD L. ISRAEL, M.D. 


from tuberculous infection to the personnel 

of hospitals and sanatoria has not been satis- 
factorily established. Opinion continues to be 
divided, also, on the question of the significance 
of the presence or absence of tuberculous infec- 
tion incurred before employment in the institu- 
tion in relation to the later development of tu- 
berculosis in hospital employees. Investigation 
of these problems has been largely restricted to 
the professional staff, that is, to the interns and 
the nurses. Available information concerning the 
incidence of tuberculosis in other employees is 
meager. In considering the subject it would be 
valuable to review very briefly certain generally 
recognized facts about tuberculosis. 


Tex magnitude of the health hazard resulting 


It is generally accepted that a reaction to tu- 
berculin indicates infection with tubercle bacilli 
and that the incidence of reactions to tuberculin 
in any group is also an index of its opportunities 
to acquire infection, that is, of exposure to per- 
sons with open tuberculosis. On the other hand, 
the incidence of significant tuberculous lesions 
that develop in any group depends not only upon 
the opportunity for acquiring tubercle bacilli and 
the dosage of bacilli acquired, that is, roughly, 
the duration and frequency of exposure to tuber- 
culous patients or the intensity of exposure, but 
also upon resistance that apparently varies with 
age, sex, race, nutrition and hygienic habits, and 
upon variations that occur as a result of previous 
tuberculous infection. 


Chances of Contagion According to Employment 


The nonprofessional employees of hospitals and 
sanatoria may be divided into two groups. First, 
those whose employment in the institution does 
not increase the chance of contagion significantly, 
as, for example, record room clerks, stenogra- 
phers, cooks, etc., and second, those who come in 
contact with patients some of whom have open 


Presented at the American Hospital Association Convention, 
Atlantic City, 1941. 
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tuberculosis. The second group is exposed to the 
sources of infection to which the nurse is ex- 
posed, although in almost all instances contact of 
this group with patients is presumably less inti- 
mate than the nurse’s contact. With regard to 
resistance, nonprofessional employees form a het- 
erogeneous group according to age, sex, race. 
Their economic status is, as a rule, considerably 
lower than the economic status of the professional 
staff and they receive less medical care, particu- 
larly of a prophylactic nature, factors which may 
influence the incidence of clinical tuberculosis. In 
summary, it is reasonable to assume that non- 
professional employees run a risk of infection 
and of the development of tuberculosis compara- 
ble to the risk run by the professional staff, but 
modified by the factors affecting contagion and 
resistance. Definite conclusions concerning the 
danger from tuberculosis for hospital personnel 
as a whole must await such time as more accurate 
and more extensive reports concerning nonpro- 
fessional employees are published. In the mean- 
time we may make certain inferences from what 
we know about tuberculosis and from the results 
of examinations of professional groups, chiefly 
undergraduate nurses. 


Reaction of Undergraduate Nurses to Tuberculin 


Recent examinations of undergraduate nurses 
show clearly that there is a rapid increase in the 
incidence of tuberculin reactors after admission to 
schools of nursing. Hahn and his associates’ re- 
port 77.6 per cent of reactors among student 
nurses of the New York Hospital on admission 
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and 91.5 per cent on graduation. At the Boston 
City Hospital, Badger and Ritvo? report that 57 
per cent of students were tuberculin-positive on 
admission and 95 per cent on graduation; at Belle- 
vue Hospital, Riggins and Amberson* found that 
the percentage of reactors increased from approx- 
imately 57 per cent to approximately 96 per cent 
while in Philadelphia 57 per cent of student nurses 
reacted to tuberculin at the beginning of training 
and 100 per cent reacted before graduation.* In 
New Zealand, Mercer’ found 36 per cent positive 
on admission and 97.3 per cent positive on grad- 
uation. Myers and his associates® in Minnesota 
have demonstrated a similar rapid increment in 
tuberculin reactors among nurses in general hos- 
pitals admitting tuberculous patients. Although 
a number of other reports show a less marked 
increase than those cited above, all agree that the 
increase in reactors is much more rapid in student 
nurses than in other girls of similar age and eco- 
nomic status. The results indicate that student 
nurses are frequently infected with tubercle 
bacilli. 


Studies Tend to Confirm Rainbeck’s Report 


There is a very definite difference of opinion 
concerning the danger from tuberculosis that is 
run by students of nursing who react to tuber- 
culine before they begin their hospital work and 
students who fail to react. Some American in- 
vestigators believe that only tuberculin-positive 
nurses should be permitted to care for the tuber- 
culous—since they have resistance conferred by 
their first infection—while others are of the opin- 
ion that tuberculin negative nurses should be em- 
ployed on the theory that the danger of serious 
tuberculosis is greater among persons previously 
infected. The work of Heimbeck’ at the Ulleval 
Hospital in Oslo showed a high incidence of pul- 
monary tuberculosis in students of nursing. He 
reported that the incidence of significant lesions 
was considerably higher in students who failed to 
react to tuberculin on admission to the school of 


nursing when compared with the incidence in 


those who reacted to tuberculin. 


Some American studies tend to confirm the 
results given in Heimbeck’s report although the 
findings are by no means so striking as his. Thus 
Riggins and Amberson*® report that 75 per cent 
of 32 nurses who developed tuberculous infiltra- 
tions of the lung at the Bellevue Hospital between 
1931 and 1939 belong to the group (43 per cent) 
who failed to react to tuberculin on entrance to 
the training school. Meyers and his associates* 
report that in nurses from a training school with 
a six weeks’ tuberculosis service, 165 or 30 per 
cent of 550 nurses reacted to tuberculin on ad- 
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mission and six of these nurses or 3.6 per cent 
developed lesions during the period of observa- 
tion. On the other hand, 24 or 6.2 per cent of the 
385 nurses originally tuberculin-negative devel- 
oped tuberculous lesions. It is interesting to note 
that only 204 of the 385 students had become in- 
fected as shown by the tuberculin reaction at the 
time of graduation. The 24 lesions that developed 
occurred in this group of 204 nurses; thus tuber- 
culous lesions developed in 11.3 per cent of the 
students who developed reactions to tuberculin 
during their undergraduate nursing course. 


Annual Attack Rate Per 100 Persons Under 
Observation in Four Studies 


The incidence of tuberculosis among such 
groups as student nurses should not be expressed 
merely as a percentage of the number originally 
comprising the group. Reported in this way the 
percentage will be influenced by the length of the 
period of observation and the number of indi- 
viduals that discontinue their nursing education 
and do not remain under observation. During the 
past year four studies of tuberculosis in student 
nurses have been published in which the data can 
be expressed in terms of the annual attack rate 
per 100 persons under observation. It will be seen 
that the annual incidence reported in these hos- 
pitals varies considerably, despite the fact that 
the diagnostic methods and criteria are essen- 
itally the same. 


The study of Hahn, Muschenheim, and Freund 
at the Cornell University Medical College and the 
New York Hospital showed that the annual in- 
cidence of new lesions was very low in both the 
medical students and the student nurses, 0.35 per 
cent in the former, and 0.18 per cent in the latter. 
The authors point out that the incidence among 
the student nurses was no higher than that re- 
ported among Metropolitan Life Insurance Com- 
pany female clerical employees of the same age. 


In the study of the student nurses at the Bos- 
ton City Hospital, reported by Badger and Ritvo, 
a considerably higher incidence of tuberculosis 
was encountered. Thirteen cases were found in 
273 students observed for 3 years, which is equiv- 
alent to a minimum annual incidence of 1.60 per 
cent. In a preliminary report of this study in 
1937 a much higher incidence of lesions among 
students who had been tuberculin-negative on 
admission had been found. In the latter report, 
it was pointed out that with further observation, 
more cases developed among the group originally 
positive to tuberculine so that it now appears that 
the incidence in the 2 groups is about the same. 
The proportions of serious, progressive lesions 
was, moreover, similar in the two groups. 
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@ The Army’s carefully planned routine soon enables 
the rookie to put in a full day at “double time” without 
ill effects. But for the civilian “double time” living 
often results in faulty health habits which you as a 
physician are called upon to correct. 


When constipation exists consider the advantages of 
Petrogalar* as an aid in the restoration of normal bowel 
movement. Its pleasant taste and gentle, consistent 
action are acceptable to even the “fussiest” patients. 


Petrogalar is available in five different types to afford 
a choice of medication best suited to the individual 
patient. 
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Louria* reported the results of observation of 


nurses at the Kings County Hospital. Twenty 
student nurses developed tuberculosis out of a 
total of 320 students observed for an average of 
two years, which is equivalent to an annual in- 
cidence of 3.1 per cent. A uniform tuberculin 
test was not employed, so that the relationship to 
the tuberculin test cannot be compared with that 
in the other studies. 


Our studies, carried out at the Philadelphia 
General Hospital, showed an even higher inci- 
dence of tuberculosis among the student nurses, 
an annual incidence of 4.8 per cent. Our observa- 
tions agree with the results of the Boston study 
in that the incidence among those originally tuber- 
culin-negative is not significantly higher than 
among the positive reactors, and that progressive 
and retrogressive lesions occurred with equal fre- 
quency in the two groups. 


Description of These Studies 


Further description of these studies may help 
to explain the variation in results. The New 
York Hospital admits relatively few tuberculous 
patients. It has a tuberculosis service of only 19 
beds. Tuberculous patients, whether in this ward, 
or found on other wards, are handled by a strict 
isolation technique. The student nurses at the New 
York Hospital are a distinctly older group than in 
the majority of hospitals, averaging 21 years on 
admission. This is reflected in the higher per- 
centage who are tuberculin-positive on admission, 
77.6 per cent as compared to 57 per cent at the 
Boston City Hospital and at the Philadelphia 
General Hospital. Moreover, the increment of in- 
fection in training was smaller at the New York 
Hospital; at graduation, 91.5 per cent reacted, 
while at Boston 95 per cent reacted and at Phil- 
adelphia 100 per cent reacted. 


The Boston City Hospital has no special tuber- 
culosis ward. Patients admitted and found to 
have tuberculosis are isolated on the general wards 
while awaiting transfer to the sanatorium. De- 
spite these prophylactic measures it is probable 
that a considerable exposure to tuberculosis exists, 
because the patients are largely from the lower 
economic strata in which the prevalence of tuber- 
culosis is high. 


Two hundred beds are devoted to tuberculous 
patients at the Kings County Hospital in Brook- 
lyn. In this municipal hospital, a large number 
of tuberculous patients are discovered on the med- 
ical wards. 


At the Philadelphia General Hospital a separate 
building is devoted to the care of tuberculous pa- 
tients and each student nurse spends a month on 
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this service. Our studies indicate, however, that 
a majority of the students are infected in the 
first six or eight months of the course, before 
their service in the tuberculosis department. A 
large proportion of the patients are Negroes, with 
a high prevalence of open tuberculosis. No spe- 
cial precautions in the way of an isolation tech- 
nique are exercised. 


One of the factors of importance in accounting 
for the divergent results is the age of the em- 
ployees, probably less from the changes of age 
per se as from the fact that older individuals, who 
have presumably been more often exposed to 
tuberculosis, demonstrate by their negative x-ray 
examination on admission a certain resistance to 
the disease. They have, in other words, been tried 
by fire. The older students (77.6 per cent in- 
fected) at the New York Hospital presumably 
represent, therefore, a more resistant group than 
the younger students (57.0 per cent infected) in 
Boston and Philadelphia. 


The studies cited above show that the incidence 
of tuberculous lesions demonstrated by x-ray ex- 
amination in students of nursing is high, corre- 
sponding to the frequent opportunities for infec- 
tion as demonstrated by the results of the tuber- 
culin test. It is also apparent that variations in 
the results of different investigators depend upon 
the number of tuberculous patients, both diag- 
nosed and undiagnosed, that are cared for in the 
different hospitals and upon the technique that is 
employed in their care. When applied to hospital 
and sanatorium employees as a whole, the inci- 
dence of both infection and clinical disease will be 
further affected by age, sex, race, living conditions 
and type of work performed in the institution. 


Significant Cases 


Additional information with regard to the sig- 


nificance of the tuberculin reaction in employees 


of hospitals and sanatoria may be gained by a 
more detailed consideration of the results of our 
examinations of tuberculin-negative student 
nurses in Philadelphia. 


In five instances a positive tuberculin reaction 
and a tuberculous infiltration of the lung were 
found in students who had been negative to tuber- 
culin four months earlier. One of these students 
had an unusual case. Although negative to tuber- 
culin at previous examinations she had well 
marked enlargement of the tracheobronchial 
lymph. nodes and she now showed in addition to 
the positive tuberculin reaction, a pulmonary in- 
filtration with a cavity. A second student who 
left school due to ill health that was not attrib- 
uted to tuberculosis cannot be located. Of the 
remaining three, who had infiltrations at the time 
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... while we are all 


DEFENSE 
CONSCIOUS.. 


Today the entire democratic world is very much 
defense conscious . . . we've all witnessed the 
cost of complacency and its dire aftermath. 
Even in civil, commercial or the professional 
field, complacency exacts its toll with undeni- 
able effect. 


Whether your viewpoint is from the executive 
angle of hospital or institution management, or 
from the personnel angle, you cannot afford to 
let complacency affect the present status or the 
future success. Unless the institution’s require- 
ments are perfectly balanced by the personnel’s 
qualifications . . . it behooves you to do some- 
thing about it . . . now! 


We have every confidence that we can be of 
service . . . more than four decades of experi- 
ence and successful relationship in personnel 
matters stand ready to serve you during these 
critical times. We shall welcome the opportu- 
nity of releasing our resources in your behalf. 
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that the tuberculin reaction was first shown to 
be positive, one had rapidly progressive disease 
requiring pneumothorax treatment, one had a 
lesion that has progressed slowly at subsequent 
examinations, and one had a lesion that retro- 
gressed rapidly. 


An additional five students had tuberculous 
lesions within four months of the time that the 
tuberculin reaction was shown to be positive, that 
is, within eight months of having a negative test. 
In one of these a pulmonary infiltration was rap- 
idly progressive, requiring pneumothorax treat- 
ment and in another slowly progressive infiltra- 
tion has been demonstrated at subsequent exam- 
inations. The remaining three had pleurisy with 
effusion that has been absorbed without further 
evidence of tuberculosis during our observation. 


Within five to eight months after a positive 
tuberculin reaction was demonstrated and nine to 
twelve months after failure to react, five more 
students developed lesions. One had pleurisy 
with effusion and a small pulmonary infiltration 
that retrogressed rapidly and four had pulmonary 
infiltrations only. In two instances the disease 
has progressed slowly under observation and in 
the other two it retrogressed rapidly. 


Finally, between nine and twelve months after 
positive tuberculin test and thirteen to sixteen 
months after a negative test six students devel- 
oped lesions. One had pleurisy with effusion and 
a pulmonary infiltration appeared eight months 
after the onset of the pleurisy. The remaining 
five had pulmonary infiltrations. Two had lesions 
that retrogressed rapidly and one had a leison 
that retrogressed slowly. 


Summary of Case Studies 


In summary, within one year after the first pos- 
itive tuberculin test and within sixteen months 
after failure to react, twenty-one student nurses 
had x-ray lesions considered tuberculous. One of 
these is excluded due to the presence of a prob- 
able tuberculous lesion with a negative test at 
her first examination. New lesions, presumably 
due to exogenous infection, developed in twenty 
students. Four had pleurisy with effusion, one of 
whom developed an infiltration eight months later. 
Sixteen had pulmonary infiltrations, in one in- 
stance accompanied by pleurisy with effusion. 
Of these sixteen students, four had rapidly pro- 
gressive lesions and were given pneumothorax, in 
addition to rest treatment; four had slowly pro- 
gressive lesions which still constitute a menace to 
health; six had lesions that were rapidly retro- 
gressive, one had a lesion that was slowly retro- 
gressive and one was under observation for a short 
time only. 
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These results do not support the belief tha: 
tuberculous lesions in student nurses developin:: 
within a few weeks or months after the appear- 
ance of a positive tuberculin reaction are benig:i 
and can be safely ignored. A discussion of the 
evolution of primary and reinfection type tube:- 
culosis is beyond the scope of this paper but we 
should like to point out that, where contact with 
source cases is frequent, as it is shown to be in 
our study by the rapid increase in reactions to 
tuberculin, it should not be assumed that rein- 
fection does not occur for any given length of 
time after the first infection. Presumably the 
interval between two infections may vary widely 
but where opportunities to acquire bacilli are 
numerous reinfections will occur frequently. Thus 
the number of primary infections that occur with- 
out relatively quick reinfection will be much 
greater in nurses who are exposed to few cases 
of open tuberculosis and who practice a satisfac- 
tory contagious disease technique, whereas under 
less favorable circumstances reinfection will pre- 
sumably follow the first infection almost immedi- 
ately in many instances.. This appears to us to be 
a fundamental difficulty with an attempt to divide 
the lesions found into primary and reinfection 
types depending upon the time of their discovery 
in relation to the result of the tuberculin test. 


There is a second objection to the assumption 
that the lesions appearing in student nurses who 
had been tuberculin-negative are primary. A 
number of studies have shown that individuals 
who react to tuberculin may gradually become less 
sensitive until they fail to react.® 1° It is gener- 
ally believed that this is the explanation of failure 
to react on the part of individuals who show 
typical calcified foci of healed primary tubercu- 
lous lesions. Lesions of this type were observed 
in the first x-ray films of 39 or 10.6 per cent of 
the 336 student nurses who reacted to tuberculin 
and ‘in films of 20 or 7.2 per cent of those who 
failed to react. Since the majority of primary 
lesions do not cast a shadow that can be detected 
in x-ray films it may be assumed that a much 
larger percentage of these tuberculin-negative 
students had had primary tuberculous foci with 
subsequent loss of sensitivity to the conventional 
doses of tuberculin but with no or only partial 
loss of their acquired “immunity.” Accordingly, 
in many of the non-reactors the change from neg- 
ative to positive after admission to the school of 
nursing may have been due to reinfection. Al- 
though this does not affect the value of the tuber- 
culin test, it suggests the possibility that some of 
the lesions occurring in the tuberculin-negative 
group are due to reinfection. 


Moreover, in the majority of instances a de- 
cision regarding the type of lesion, whether pri- 
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mary or reinfection, cannot be made even though 
the patient is kept under observation. Many 
lesions of reinfection type, occtrring in individ- 
uals who have been tuberculin-positive for months 
or years, show remarkable clearing without treat- 
ment. This observation is confirmed by the rapid 
retrogression seen in a number of lesions occur- 
ring in our tuberculin-positive group of nurses. 


Comparison of the incidence of lesions occur- 
ring in student nurses who were tuberculin-neg- 
ative on admission with the incidence in those that 
were tuberculin-positive does not show a signifi- 
cant difference. Over the entire period of ob- 
servation, the annual attack rate in both groups 
approximated 5 per cent. On the other hand, 
there was among those who were tuberculin-neg- 
ative on admission a markedly higher attack rate, 
10.1 per cent, during the first year after demon- 
stration of a positive tuberculin test. This result 
indicates the importance of giving especially close 
supervision to recently infected persons. It must 
be recognized, however, that a similar high at- 
tack rate occurs in tuberculin-positive persons 
after reinfection; for examples an attack rate of 
10.7 per cent was found in the third year of ob- 
servation of the student nurses who were tuber- 
culin-positive on admission. One should therefore 
advise similar close supervision for recently rein- 
fected persons but unfortunately there is no avail- 
able method of determining when reinfection 
occurs. 


Our observations indicate that, while there may 
be differences in the incidence and clinical be- 
havior of tuberculous lessions in students who 
were tuberculin-negative and those who were 
tuberculin-positive on admission to the school of 
nursing these differences are too slight to have 
any practical importance in a tuberculosis con- 
trol program for employees of hospitals and 
sanatoria. 


Serious Morbidity in These Groups Not 
Proportionately Frequent 


It should be emphasized that despite the seri- 
ousness of the tuberculosis problem in interns 
and nurses as evidenced by the tuberculin test 
and roentgenological examinations, serious mor- 
bidity from the disease is not proportionately fre- 
quent in these groups, and their mortality rate is 
low. Clinic and ward patients with tuberculous 
lesions of similar character and extent have a dis- 
tinctly poorer prognosis. This is presumably the 
result of the relatively superior environmental 
conditions of physicians and nurses, as well as the 
better opportunities for diagnosis and treatment. 


These advantages are not as a rule enjoyed to 
the same degree by the nonprofessional employees 
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of hospitals and sanatoria. That serious tuber- 
culosis is frequent among them is indicated by the 
few studies reported. Burns" found 3.7 per cent 
of employees of Minnesota penal and mental in- 
stitutions to have parenchymal tuberculosis. 
Plunkett and Tiffany’* have recently reported the 
results of a survey of employees in a New York 
State Mental Hospital. A high prevalence of 
tuberculosis among the patients was reflected in 
the high prevalence (6.3 per cent) discovered 
among the employees who gave direct service on 
the wards. 


Community Infection Risks 


A further observation of these authors is of 
great epidemiological interest. It has become 
evident that a special risk is incurred by physi- 
cians, nurses, and other employees who through 
attendance on tuberculous patients become almost 
universally infected. That this hazard is of con- 
cern not only to these groups but to the com- 
munity as a whole is shown by Plunkett and 
Tiffany’s observation that in one rural New York 
county in which a mental hospital was surveyed, 
23 per cent of the registered cases of tuberculosis 
in the county were or had been employees of the 
hospital. Clearly, if our hospitals and sanatoria 
constitute sources from which tuberculosis may 
be spread they represent a menace to their sur- 
rounding communities. 


It is, therefore, to the interest of the entire 
community that hospital personnel be protected 
against tuberculosis. No single measure can pro- 
vide this protection. Careful attention to a mul- 
tiplicity of factors is necessary. There are no 
criteria at present by which resistant individuals 
can be selected. Age, sex, urban or rural origin 
and presence or absence of a reaction to tuberculin 
cannot by themselves be used to separate the 
resistant from the susceptible individuals. Only 
those older individuals who have been long ex- 
posed to heavy doses of tubercle bacilli without 
developing lesions may be presumed to be resist- 
ant. Selection of such individuals for the train- 
ing school is not feasible, and use of this criterion 
provides only a temporary solution in the employ- 
ment of older individuals. 


Whatever the type of employee, it is undeniable 
that he is less likely to develop progressive tuber- 
culosis if he is well housed and well fed, and has 
adequate hours of leisure. Attention to these fac- 
tors is an important part of the tuberculosis con- 
trol program. 


Every effort should be made to prevent infec- 
tion and reinfection of hospital personnel by pre- 
venting dissemination of tubercle bacilli. A con- 
stant educational process is required to train pa- 
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tients to cover the mouth when coughing—not 
merely when a physician or nurse is in the vicin- 
ity, but always. The nursing techniques em- 
ployed in the care of patients with the acute con- 
tagious ‘diseases should be adapted to the care of 
the tuberculous. The limited studies thus far 
reported suggest strongly that use of these meas- 
ures will result in a lower incidence of infection 
and a considerably lower morbidity among hos- 
pital personnel. In the future wider use of ultra- 
violet irradiation may prove feasible for destrue- 
tion of air-borne organisms. 


Complete elimination of infection of personnel 
appears to be impossible at present in institutions 
with a large number of tuberculous patients, some 
of whom are admitted without a diagnosis. It is 
reasonable under these circumstances to consider 
the use of B.C.G. vaccination for tuberculin-neg- 
ative employees. We believe that there is grow- 
ing evidence that the incidence of tuberculosis in 
this group can be reduced by vaccination and that 
there is no adequate factual evidence to support 
the theoretical argument that such vaccination is 
harmful. 


Finally, periodic roentgenological examinations 
are indicated to give the benefit of early treat- 
ment to those developing the disease as well as 
to protect employees from intimate contact with 
unsuspected sources of infection in their living 
quarters. 


Summary 


The incidence of tuberculous infection and of 
pulmonary tuberculosis in hospital personnel 
varies widely according to the type of population 
served and the methods employed for the preven- 
tion of infection. The development of tuberculosis 
is infrequent in employees of hospitals which ad- 
mit few tuberculous patients and isolate these 
carefully; and the incidence is high in the per- 
sonnel of hospitals which admit many tuberculous 
patients and practice only a limited prophylactic 
technique. In recently reported studies of stu- 
dent nurses in large municipal hospitals in the 
eastern part of the United States the rapid rate 
at which tuberculin-negative students acquire a 
reaction to tuberculin indicates that exposure to 
tubercle bacilli is frequent. The incidence of tu- 
berculous lesions found by x-ray examination is 
high. Other hospital employees who have contact 
with tuberculous patients also run an unusual 
risk of infection and reinfection. 


The incidence of tuberculous disease depends 
not only upon the opportunities for infection but 
upon age, sex, race, living conditions and other 
factors that influence resistance to tuberculosis. 
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Although the incidence of tuberculous lesions may 
be slightly higher in those who enter their hos- 
pital service with no reaction to tuberculin the 
difference is not sufficient to have any practical 
application. Progressive and retrogressive lesions 
occur in both groups. 


Protection of hospital personnel against tuber- 
culosis is of increasing importance to the entire 
community. Protection is best obtained by pro- 
vision of superior environmental conditions and 
a careful technique for prevention of infection on 
the wards and in the laboratories. There are no 
reliable criteria by which resistant individuals 
can be selected for employment. 


A tuberculosis control program should require 
all hospital employees to undergo periodic exam- 
inations including the tuberculin test and x-ray. . 
Prompt and adequate treatment should be given 
whenever indicated. 
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AWARDS 


NATIONAL HOSPITAL DAY 


1941 WINNERS 
Certificates of Merit 


Memorial Hospital of Natrona County, 
Casper, Wyoming. Mrs. Martua 
PARTRIDGE, Administrator. 


New Haven Hospital, New Haven, 
Connecticut. James A. HAMILTON, 
Director. 

Victory Hospital, Napa, California. 
Mrs. Fasiota Torrison, Superin- 
tendent. 


Honorable Mention 


Huntington Memorial Hospital, Pasa- 
dena, California. ALICE HENNINGER, 
Superintendent. 


Pauline Stearns Hospital, Ludington, 
Michigan. Miss E. K. Lonctey, 
Superintendent. 


Hotel Dieu Hospital, Beaumont, Tex- 
as. SisteR M. Benicnus, Superin- 
tendent. 


Hazel Hawkins Memorial Hospital, 
Hollister, California. Epitn J. 


The American Hospital Association will bestow five 
Awards of Merit for National Hospital Day observance 
in 1942: One to a hospital in a city of 15,000 or less 
population; one to a hospital in a city over 15,000 but 
less than 100,000; one to a hospital in a city over 


Honorable Mention 
Carr, Superintendent. 

St. Mary’s Hospital, Saginaw, Mich- 
igan. Sister Execta, Superintend- 
ent. 

Rockingham Memorial Hospital, Har- 
risonburg, Virginia. Stuart. G. 
Aupuizer, Business Manager. 


Publicity Awards 
Huntington Memorial Hospital, Pasa- 
dena, California. ALICE HENNINGER, 
Superintendent. 
Glenwood Community Hospital, Glen- 
wood, Minnesota. Miss Dina Brem- 
NESS, Superintendent. 


City-wide Observance 
Detroit, Michigan 
St. Louis, Missouri 
Chicago, Illinois 
Los Angeles, California 


State-wide Observance 


Michigan 
Rhode Island 
Minnesota 
Texas 


100,000 population; one to a group of hospitals for city- 
wide observance; one to a state association for state-wide 
observance. In each class, Honorable Mention Awards 
will be given to first, second, and third place winners; 
these will be: announced at the Annual Convention. 
. 
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Mayor Edward J. Jeffries of Detroit accepted the certificate of award 

for the State of Michigan and the plaques for Detroit Hospitals at the 

National Hospital Day luncheon in Detroit. The presentation of the 

awards was made by Asa S. Bacon, treasurer of the American Hospital 
Association. 








National Hospital Day developed spontaneously 
as an outgrowth of the idea that hundreds of 
thousands of men and women relieving pain and 
suffering in our hospitals should have a day of 
public observance of their service to humanity. 
The minor purpose was to salute the hospital 
worker. The major purpose was to educate the 
public to an appreciation of the facilities and 


services of the modern hospital. Within six weeks 


of the time that Matthew O. Foley, late editor of - 


Hospital Management conceived the idea, hospitals 
of the nation to the number of more than 1,000 


got behind the movement and made it a success. 


Today, the observance is an international occasion, 
and every hospital in America makes full use of 


the opportunity presented it for public education. 


To take greatest advantage of this opportunity it is 
necessary to make your plans early. It is suggested 
that you organize your personnel into committees 
responsible for certain parts of your National 
Hospital Day program. The number of committees 
you appoint will vary with the size of your com- 
munity and the area of your service. Most hospital 
groups appoint several committees, such as News- 
paper Publicity; Radio Publicity; Contact Com- 
mittees to cooperate with Churches, Schools, Civic 
Clubs, Business Firms; Decorations Committee; 
Exhibits Committee; and Program Committee. The 
Chairmen of these Committees will serve on the 
Coordinating Committee to study weekly reports 
of progress, and to develop plans for fuller ob- 
servance. Upon receipt of this Handbook, take 


immediate steps to have your committees reserve 


newspaper space, radio time, speakers’ time, and 


institute early action to assure the success of your 


efforts for public observance of the Day. 
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Newspaper publicity should be the backbone of your 
campaign for the observance of NATIONAL HospITAL 
Day in your community. 


The press is always friendly to a cause of this kind. 
Make it your business, or that of a selected member of 
your committee, to call personally upon the editor of 
your local newspaper and request his cooperation in a 
program of publicity to help build up the observance 
of NationaL Hospitat Day in your town. Do not 
merely mail announcements to your local newspaper 
and let it go at that. If you have more than one 
newspaper in your town, visit the office of each one. 


If the newspaper is large enough to have an editorial 
staff employing a number of people, find out which 
ones are in charge of special departments and then 
make yourself known to them. Each one in turn will 
probably be glad to cooperate with you and your com- 
mittee to the extent of mentioning some special phase 
of NationaL Hospitat Day observance in his or her 
special department of the newspaper. 

Your news stories should be given “local color” by 
incorporating information about your own hospital. 
For example, if you use national statistics, follow with 
local statistics. 

Editorials and news releases about NATIONAL Hospt- 
TAL Day should be written with the following points in 
mind: 


1. They should call attention to NationaL Hospitau 
Day and the reasons for its observance. 


They should emphasize the community functions 
of the hospitals, as centers of healing for the sick, 
as employers, and as consumers of goods. 


3. They should bring out the preventive and public 

services rendered by hospitals in the prenatal, 
baby health, child health, tuberculosis, cancer, and 
venereal clinics. 


If there is a nurses’ training school or if the hos- 
pital is connected with a medical school, the value 
of the hospital as an educational institution can be 
stressed. 


If there is a city or county hospital in the group, 
at least one editorial might call attention to the 
services provided by the tax-payers and could 
emphasize the usefulness to the community of such 
expenditure of tax funds. 


6. Particular functions of the hospitals can be se- 
lected for description. 


s“ 


Services rendered by the hospitals in time of 
accident or epidemic sickness can be played up. 
Use of local statistics and local incidents will 
always provide more color and interest. 


8. If there is only one, or at most two or three 
hospitals in the town, their services can be men- 
tioned by name. 


In war time, with emphasis on the military motif, 
you may find it necessary to stress defense and 
victory themes as applied to hospitals and hospital 
care, 


Subjects for the Camera 


Pictures can tell your story best. A picture with your 


_ article will create reader interest. 


These suggested subjects may help you when your 
news photographer calls. 
A Perpetual Patient—nurse with the Chase doll. 
Scene in the Nursery. 
Scene in Laboratory. 
Patient in Oxygen Tent. 
Scene in Operating Room. 
A Day With a Student Nurse—This will be a series 
of pictures as follows: 
The student nurse at breakfast 
The student nurse in class 
The student nurse caring for a sick child 
Student nurse preparing a tray 


Off duty, recreation such as tennis, ping pong, etc. 
The student nurse—study hour. 


Dae weN 


Student Nurses in Operating Room Amphitheatre. 
A Busy Spot in the Laundry. 

Fracture Room Scene. 

Nurse Weighing a Baby. 

Nurse Bathing a Baby. 

Nurses’ Glee Club. 

A Scene in the X-ray Department. 

Use military themes and angles. 




































VEWSPAPER PUBLICITY 


(Continued from page 5) 


TYPICAL NEWS RELEASES 


Hospital Functions 
To Be Shown 


Those people who think that a hospital 
consists of little more than beds, doctors 
and nurses will be somewhat surprised 
when they visit Hospital on 
National Hospital Day, May 12th, accord- 
ing to the statement of 
Administrator. It requires on an average 
about one and a third persons to take care 
of each patient, and nearly all of these 
professional workers and employees must 
be clothed and fed by the hospital, it was 
reported. 

An enormous investment in_ special 
equipment and apparatus and in the 
services of trained scientists is re- 
quired by every progressive hospital 
in order that patients may have the 
advantages of all the latest appli- 
ances and methods in the fight 
against disease. X-ray specialists, 
chemists, bacteriologists and others 
trained to discover and _ interpret 
various conditions now are on call 
or are employed on a full time 
basis by hospitals, and while this 
kind of service costs a great deal of 
money, the average hospital offers 
it without cost to the poor patient 
and below cost to patients unable 
to pay the full expenses of such 
service. 








__________ Hospital in coopera- 
tion with thousands of hospitals 
throughout the United States and 
Canada has arranged a most inter- 
esting program for the information 
of the people of for 
National Hospital Day and cordially 
invites the general public to come 
to the hospital on May 12th. Last 
year hundreds of thousands of peo- 
ple visited the hospitals on National 
Hospital Day, and according to the 
National Hospital Day Committee 
of the American Hospital Association, 
Chicago, many more will take advantage 
of the “day” this year. 
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Governor Signs 
1941 News Release to Cover Picture 


Governor Forrest C. Donnell today 
(Wednesday) signed a proclamation set- 
ting aside , May 12th as Hospital 
Day for Missouri. Present at the signing 
of the proclamation were Ray F. Mc- 
Carthy, executive director of Group Hos- 
pital Service of Saint Louis and state 
chairman for National Hospital Day; John 
R. Smiley, Kansas City chairman and 
administrator of St. Luke’s Hospital; 
Cordelia Ranz, rural chairman and ad- 
ministrator of Audrain County Hospital: 
and Florence King, administrator of Jew- 
ish Hospital, Saint Louis and president of 
the Missouri Hospital Association. 

National Hospital Day will be observed 
throughout the world on May 12th and 
marks the 12lst anniversary of the birth 
of Florence Nightingale whose life-long 
devotion to the care of the sick and needy 
gave impetus to the development of mod- 
ern hospitalization and nursing service. 

In signing the proclamation, Governor 
Donnell urged all Missourians to appre- 
ciate their hospitals and familiarize them- 
selves with the part they are playing in 
health defense at home. 





HOSPITAL STATISTICS 


(Local figures can be filled in by your 
hospital day committees for their own 
communities. These statements would be 
particularly suitable for newspaper col- 
umns. The figures given could also be 
utilized as the basis for a newspaper 
editorial or for a talk.) 


DO YOU KNOW THAT: 

—there are over 6,000 hospitals in the 
United States? 

— it cost over three and a half billion dol- 
lars to build and equip these hospitals? 
—they maintain over a million beds? 
—ten million patients spent more than 
350 million days in these hospitals in 1941? 
—there are 4,500 general hospitals, 500 
hospitals for people with tuberculosis, and 
600 mental hospitals? 

—more than a million babies were born 
in the hospitals of the United States in 
the past year? 


—altogether over 460,000 people were em- 
ployed in hospitals in 1941 and that there 
are even more engaged in hospital work 
today? 

—around three-quarters of a billion dol- 
lars was spent in running the hospitals in 
the United States last year? 

—in the city of 

_______ hospitals, 
for tuberculosis patients, one 


there are 
_general, one 
_and 





—these hospitals took care of __ 
patients in 1941? 

—that the time spent by these patients in 
our hospitals amounted to over 
days? 

—____ physicians in 

care of their patients in this hospital and 


took 


that they gave about hours of 
their time free in the care of patients in 
the wards and out-patient departments? 
—your hospitals gave days of free 
bed care last year? 

—_______of the visits made to the clinics 
in the out-patient departments of———___ 
hospital and_ __hospital were made 
without charge? 

— it costs each hospital at least $ 

to take care of a free bed patient? 

—that the city and county spent over 
$_._in tax money for the hospital 
care of the needy sick? 

—many people in our town had to wait 
for a free bed last year because the hos- 
pitals did not receive enough money either 


In celebrating the annual observance of 
Natrona Hospitat Day this year, ihe 
event is of unusual importance and sig):ifi- 
cance in view of the existing national 
and world-wide conditions. 

The part played by the voluntary ho:pi- 
tal in the victory program cannot 
minimized. During these times, the 
tional health is a matter of the utmost 
importance and concern. It is the founda- 
tion and bulwark upon which is based and 
constructed any form of defense. ‘The 
nation’s health is dependent upon and 
protected by the voluntary hospitals of 
the country. Their importance during 
peace-time is only exceeded by their in- 
dispensability in a period of national 

crisis, Their preservation and main- 
tenance of health standards and 
adequate medical care and_ the 
facilities for such care in_ their 
respective local communities _ is 
necessarily the first step in any 
program involving the country’s 
ability to defend and protect itself. 

In the past year the hospitals 
throughout the country have _pro- 
vided the facilities and _ trained 
medical and_ technical personnel 
necessary to conduct the physical 
examination of draftees. The or- 
ganization of hospital units trained 
to act in the event of any emer- 
gency is of paramount importance 
to the armed forces, as well as the 
general civilian public. The trained 
personnel such as_ pharmacists, 
nurses, X-ray and laboratory techni- 
cians, as well as medical internes 
and residents which the hospitals 
have unselfishly provided and will 
continue to provide during these 
times is indispensable. In the last 
war no single group of institutions 
or organizations was so necessary, 
or contributed so much, as_ the 
voluntary hospitals of this country. 

Considering the type and spirit of serv- 
ice performed by the hospitals in conduct- 
ing their institutions and giving aid 
twenty-four hours of the day every day of 
the year, in peace-times as well as in 
periods of national emergency, it seems 
most fitting that one day of each year 
should be set aside in their honor, The 
public should be apprised of their work and 
afforded an opportunity to acknowledge 
and pay tribute to this great and unparal- 
leled humanitarian group of institutions. 








from tax funds or from private gifts to 
provide all the free care needed? 

—if all will give more next year, the 
hospitals can take care of more free 
patients? 

—________babies were born in our hospi- 
tals last year, per cent of all the 
babies born in __(Hospital Day 
Committees can get the number of regis- 
tered births from the Department of 
Health and make their own computations). 
—the hospitals served meals last 
year? 

—_________people were employed in your 
hospitals last year; that______of_ these 
were nurses? 

—the hospitals have a weekly washing that 
amounts to pieces? 
(Continued on page 14) 





If radio broadcasting facilities are available in your 
community, do not overlook them as an aid in your 
observance of NaTIONAL Hospitat Day. Through per- 
sonal contact with officials of your local station, or with 
its program director, work out the type of cooperation 
the station can best give, according to its time require- 
ments, and then have your announcements prepared to 
fit the station’s convenience. 


Radio officials are usually generous with time for 
short announcements. This is a most effective way to 
bring NATIONAL HospiTat Day to the attention of your 
community. (See page 8.) 


Radio talks: Personal contact with your local radio 
station officials may result in their being willing to 
donate time for a series of broadcasts leading up to and 
climaxing with NaTionaL HospitaL Day—at least one 
each week for six weeks preceding NATIONAL HosPITAL 
Day. The broadcasting station may want you to furnish 
the speakers for such a program: members of your 
Board of Trustees, local civic leaders, or department 
heads. If so, it will be well worth the time and energy 
required for a series of radio broadcasts can be of 
inestimable value to your celebration. 


A most effective way to open a broadcast is a special 
musical number by your Nurses’ Glee Club, an instru- 
mental number by one or more of your students, a 
vocal solo, or other music. Your local director will be 
glad to give you suggestions. 


LIVE SHOWS 


Live shows, such as the one broadcast weekly by the 
Evansville Hospital, take considerable time in prepara- 
tion, and if dramatized 
—to build for listener 
interest—the program ‘ 
generally requires a 
fairly large cast, musi- 
cal background, and a 
knowledge of produc- 
tion of radio programs. 
Occasionally you may 
find a radio station 
program director who 
is so interested in com- 
munity health that he 
will arrange an entire 
production or series of 
programs at station ex- 
pense. If you are not 
so fortunate, you may 
still present a profes- 
sional production at 
little cost by the use 
of radio transcriptions. 
These recorded shows 
save time and money 
for both you and the 
radio station. The 
Council on Public Ed- 


ucs!ion has prepared 


a radio transcription for the use of hospitals. The script 
below gives an idea of the type of program recorded. 
It should be an easy matter to get one or all the radio 
stations in your community to give you time for such a 
program. The transcription is offered at cost of produc- 
tion—$2.50 each—and is “open end” type, so that your 
hospital may have the announcer add about two min- 
utes of pertinent comment about your activities on 
NATIONAL HospitaL Day, and extend the public an 
invitation to visit your hospital. 


IN THIS DAY OF BATTLE 


Announcer: Hospital Presents—‘“In 
This Day Of Battle’—the story of our hospitals’ contri- 
bution to National Defense. 





Music: Opening theme. Fade. Sustain. 


Announcer: (over) To those quiet little clinics with the 
green lawns, and to those towering steel-and-concrete 
cathedrals of health, to thousands of hospitals through- 
out our great land, this program is dedicated. 


(The script proceeds to tell of the preparations made by 
all hospitals to assure the community a continuance of 
care despite blackout or other war threats. The cast: The 
Hospital Administrator, Superintendent of Nurses, De- 
fense Plant Manager, Store room clerk.) Entire script 
printed on page 9. 


RADIO SCRIPTS AVAILABLE 


In This Day Of Battle, 15 mins. Announcer, Narrator and 4 
actors. 


Florence Nightingale, 15 mins. Announcer, Narrator and 9 
actors. 
America The Strong, 15 mins. Announcer, Narrator and 10 
actors. 
Sunshine Hour Broad- 
east, Address, nurses’ 
choir. 


X-ray Department 
Seript, part of radio se- 
ries given by Evansville 
Hospital. 


The following scripts, used 
by Hospital Service Plans 
in tribute to hospitals are 
also available. 


The Hospital In Mod- 
ern Economic Life, 15 
mins. Hospital Adminis- 
trator and three doctors. 


Health Forum of Coun- 
ty Medical Society, 15 
mins. 


Plan Broadcast on Na- 
tional Hospital Day, 15 
mins. 


In This Hour, 15 mins. 


Hospital Plans, Used by 
Rochester Plan. 


Plans and Hospitals, 
Used by Minnesota Plan. 





RADIO PUBLICITY (continued) 


FLOATER ANNOUNCEMENTS 
«+ & 


Radio officials are usually generous with time for 
short floater announcements and this is a most effec- 
tive way to bring National Hospital Day to the atten- 
tion of your community. Contact your nearest radio 
station early to secure their consent to intersperse these 
or similar announcements in their day and night pro- 
grams. Make your spot announcements interesting, 


dramatic. 
x * * 


Attention! Help your local hospital celebrate the birthday of 
Florence Nightingale. All hospitals will hold open house, 
«May (12th, and will be delighted to welcome 
old friends and new. No contributions asked. 


x * * 


Usually we don’t like to visit hospitals, but next 
May 12, the hospitals of and vicinity are 
holding open house. We are all invited. Incidentally, the 12th is 
Florence Nightingale’s birthday and the hospitals are paying 
tribute to that remarkable woman. 


x * * 


See many of the mysteries of getting well, interestingly un- 
folded before your eyes, at___________ Hospital next_______ 
May 12. Open House and an all day program, from nine ’til 
seven will make your visit worth your while. 


x * * 


Health is one of the most important pillars upon which civ- 
ilization stands. On next , May 12t 
Hospital throws open its doors from nine ‘til seven to show to 
you how it pays rich dividends to the community in the saving 


of life. ee * * 


Are you a Hunter? If so, join the “Microbe Hunting Expe- 
dition,” which is to be held at Hospital next 
_____________, May 12th, as one of the many special features 
on its National Hospital Day program which takes place from 
nine in the morning until seven in the evening. 


* 

Queen Anne of England, who died in 1714, had seventeen 
children. Sixteen died in infancy, and the seventeenth at the 
age of eleven. Medicine has progressed since those days. Go to 
Hospital on , May 12th, and see 
modern medicine and equipment. Open House and all day pro- 
gram of many interesting events has been planned for you. 


x * ® 


Florence Nightingale’s work gathers momentum as the years 
pass on. Born years ago next , she raised 
nursing to a profession and thereby changed the whole atmos- 
phere of the hospital. Hospitals are holding open house next 
, May 12. No solicitation for funds. 


x * 

And here is an interesting event coming! The hospitals are 
celebrating the anniversary of the birth of Florence 
Nightingale next May 12. You will be welcome 
at your community hospital. 


x * 

A fish started it a thousand years ago, near the Roman shore. 
It was an electric-ray fish and it stung a bathing Roman with its 
tiny electric current. Soon Roman Doctors were treating patients 
with this fish. Visit Hospital: on. 
May 12th and see the important part that electricity plays in 
the field of medicine today. Open House and a most interesting 
program from nine to seven has been planned. 


x 2 SR 
To cure disease is a riddle which the Greek physician, Hip- 
pocrates, tried to solve twenty-three centuries ago. This riddle 
has not been completely solved. Go to. Hospital 
on , May 12th, and see the progress of the solu- 
tion. Open House and a continuous program of special events. 
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Though Florence Nightingale died____years ago, she -til] 
walks through the wards of every hospital where her spiri: ial 
daughters minister to the sick and dying. That is why we »b.- 
serve her birthday next as National Hos; ital 
Day. She made nursing a science. Visit your hospital : ext 
oa , May 12. 


x * * 


Tomorrow is National Hospital Day, when your hospitals \ is 
to direct your attention to themselves, in order that you may 
reminded of the work which they do, and of the essential serv’ 
which they provide. Open House and a most interesting jr 
gram have been planned. 


x * * 


The discovery of the fact that organisms too small to be seen 
by the unaided eye were the cause of infection in wounds, led 
to the development of effective means to prevent such infections 
after operations. In the operating rooms of your hospitals you 
will find very elaborate precautions taken to this end. See the 
inside of your hospital tomorrow, May 12. 


x * * 


Every hospital is a reminder of a woman whom countless gen- 
erations still unborn will honor as fervently as we do today .. . 
Florence Nightingale. She gave us scientific nursing as a result 
of her experience during the Crimean War. Tomorrow, her ~ 
birthday, is celebrated throughout a grateful world. 


x * * 


If you had appendicitis 40 years ago, you would have made 
your will and let it go at that. Today medical science has made 
it just an incident which you talk about later. The infected 
organ may be successfully removed by a simple operation. To 
insure success, nine scientifically trained persons and the pre- 
cision facilities of a hospital are required. Next 
May 12, is National Hospital Day and you are invited to visit 


your hospital. 
x * * 


Honor your hospital tomorrow. The occasion is the annual 
celebration of the birth of Florence Nightingale 
years ago. She transformed nursing and hospitals. Countless 
generations to come also will pay grateful tribute to her memory. 


x * * 


Modern surgery owes a debt to an ancient musical instrument 
—the harp. Harp strings made of catgut were used to sew 
wounds by an Arabian physician, Rhazes (Rah-zees) of Bagdad 
in 900 A.D. Today catgut, made from the intestines of sheep, as 
well as silk and linen threads are used in modern surgery, but 
sterilized by a costly process to prevent infections. Visit your 
hospital on National Hospital Day, next , May 12. 
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Anner:—Hospital presents—“In Tuis 
Day or BattLe”—the story of our hos- 
pitals’ contribution to National Defense. 

Music: Opening Theme. Fade. Sustain. 


Anner: (over) To those quiet little 
clinics with the green lawns and to the 
towering steel-and-concrete cathedrals of 
health—to thousands of hospitals through- 
out our great land, this program is dedi- 
cated. 

Music: Up and Then Down Behind, 
and Out. 


Narrator: The year is 1942, with the 
world at war. And let it never be forgotten 
that the strength of a country at war is no 
greater than the strength and the vision of 
the people who stay at home and do their 
daily work to fortify that country. 


Music: Faintly, Ominously Behind. 


Narrator: If this were not so, imagine 
the chaos that might have come to our 
“cities of healing.” Suppose the hospital 
had not prepared months ago to meet the 
emergencies arising now every day. Come, 
let us suppose that we are in an average 
town in the United States—call it your 
town—and that we are waiting in the ante- 
room, waiting to see Mr. Allen, adminis- 
trator of Community Hospital. On the 
other side of that door sits a tired, dis- 
couraged man. Across his desk and facing 
him is Miss Hanson, Superintendent of 
Nurses. She is pleading with Mr. Allen— 


Music: Out. Moment of Silence. 


Miss H: Mr. Allen! You’ve got to do 
something—We’ve got to have more 
nurses! We could use twenty more— 


Allen: Nurse Hanson, I know that as 
well as you do. But there is nothing I 
can do. There are no more nurses on call. 
I've been telling you that for two months 
now. 


Miss H: But we've got to have them! 
Phone Metropolis—phone Washington— 


Allen: It wouldn’t do any good! Every 
available nurse and doctor is with the 
army. Every hospital in the country is 
understaffed, depleted. No town can help 
another now. 

Miss H: (Almost crying) But we've got 
to do something, Mr. Allen. We've got to! 

Allen: (Sadly) What? You tell me one 
thing— 

Biz: Telephone rings. 


Allen: (Change of Tone) Allen speak- 
ing. (pause) Yes, Doctor Baker. No, 
Doctor Baker! No. The plasma hasn't 
come in yet (pause) Of course I requisi- 
tioned it. (pause) The newspapers in town 
are running a plea for blood donors all 
this week. (pause) Do the best you can, 
Doctor Baker, I’m sorry. 


Biz: Faint thud of receiver. 


Allen: (Weary note in voice) Well, 
Miss Hanson, to make my troubles com- 
plete, all I need is Mr. Foster. You know, 
the manager of the defense plant—four 
thousand employees in his charge. He 
should come in and shout at me, too. I 
know he’s got problems I should share. I 
know he needs doctors and nurses. Haven't 
I heard about magnesium poisoning and 
indu-trial trachoma? Don’t I know his de- 
ens production depends on the health of 
his « mployees? 


Allen: (Continuing, voice now helpless 
discouragement) Yes, there’s a war going 
on—but what do you expect me to do 
about it? 


Biz: Cacophony of war sounds up. 
Merging with music. Down and out. 


Narrator: Well, not a very pleasant pic- 
ture, was it? Yet it could have happened 
here. Remember that. It could have hap- 
pened here. But it isn’t going to. You see, 
your community hospital is in defense 
work, too. (pause) True, it’s far from the 
battle lines, but it has an important part 
in the Victory Program, and it isn’t shirk- 
ing a single item. (pause) Let me show 
you the situation as it really is in your 
town today. Mr. Allen is talking to Sam 
Foster, the defense plant manager. 

Music: Up momentarily and out. 

Allen: (Cordially) Mr. Foster, ’m glad 
you came over to see us. We need to know 
each other better. 

Foster: (Brusque) Our defense plant, 
right outside town, is working day and 
night, Mr. Allen. I’m responsible for four 
thousand men and women employees right 
now. And still more to come. I want to 
know if you can take care of us here. If 
an emergency should arise, could this hos- 
pital protect us— 


Allen: (Jnterrupting softly) Protect 
you? (Quotes) “From lightning and 
tempest; from plague, pestilence and fam- 
ine; and from sudden death”—Yes, Mr. 
Foster. We recognize our responsibility, 
and we're fighting to the last man, and the 
last woman too. Come along, and I'll show 
you over the hospital. 

Biz: Footsteps up. Door opens. Foot- 
steps continue. Behind. 

Foster: Well, you make me feel a little 
better. I was afraid maybe you hospital 
people didn’t realize that the folks here at 
home had to be taken care of also, I 
thought perhaps you’d lost all your doctors 
and nurses to the army and navy hospitals. 

Allen: A lot of them, sure. And more 
going all the time. But others are coming 
along to take their places on the home 
front. (Calls) Miss Hanson, nurse! (Usual 
tone) Miss Hanson is our Superintendent 
of nurses. She can give you part of the 
picture. 

Biz: Footsteps stop. 


Miss H.: (Coming in) You wanted me, 
Mr, Allen? 


Allen: Yes—Miss Hanson, Mr. Foster. 
(Murmurs of acknowledgement) I want 
to know how those refresher courses are 
coming along. 

Miss H.: Splendidly, Mr. Allen 
Women are reporting back to duty every 
day. 

Foster: Refresher courses? What are 
those? 


Allen: There are thousands of nurses 
on the inactive list, Mr. Foster. Gave up 
nursing for one reason or another. We have 
records of them, and we're calling them 
back to duty. Giving them refresher courses 
to bring their capabilities up to par and to 
keep them abreast with modern methods. 


Foster: Fine! That’s the stuff. 


Miss H.: And the women are flocking 
in, old and young alike. There’s a big 
storehouse of woman power that we won't 


exhaust for a long time to come. Our 
training schools too are crowded to ca- 
pacity. 

Allen: Yes, student nurses are enrolling 
every day. We’re taking three beginners 
classes instead of two this year and all of 
them larger. 

Foster: H-m-m. Guess you’re on a 
twenty-four hour shift, too. 

Allen: Thank you, Miss Hanson. Come 
along, Foster. We'll take the elevator here. 
I want you to meet Mike. 

Biz: Footsteps: Elevator door opens: 


Hum of Elevator: Behind. 
Foster: Who is Mike? 


Allen: He’s our stores keeper, and I 
believe he considers himself my personal 
adviser. 

Biz: Elevator stops. Door opens. Foot- 
steps. Stop behind. 

Mike: (Coming up) ’Mornin’, Mr. 
Allen. Would you be wantin’ me? 

Allen: Yes, Mike. Just a_ casual 
check up. 

Mike: Casual, is it? I’m thinkin’ nothin’ 
connected with this hospital is casual. The 
lot of us are worse than a bunch of bees 
loadin’ up the honey comb. And I wish 
I'd taken lessons from them bees on 
stackin’ things away. 

Allen (Laughs) I still don’t know how 
you got all those extra beds and cots 
stowed away down here. You're part 
magician, Mike. 

Mike: Magician, is it? Sawin’ a woman 
in half would be a small thing compared 
with stackin’ them beds! I’m usin’ me 
own closet, even, for the laboratory bot- 
tles, and hangin’ me buckets and mops 
and such like on a few nails here and 
there. 

Allen: Well, you’re one person I don’t 
have to worry about, Mike. 

Mike: All kind words thankfully re- 
ceived, I’m sure. But you send me just 
one more bale or parcel of stuff to be 
storin’ away—for the time we’ll be needin’ 
it—and it’s off to the tavern I am to 
drown me sorrows. 


Allen: (Laughs) Come along, Foster— 
before Mike sticks a label on us and 
hangs us on a nail. 


Footsteps: And elevator starts behind. 


Mike: (Calling after) Sure and you'd 
have to bring your own nails with you, 
if you want to be hung down here. I’m 
savin’ mine! 

Foster: (Laughs) I can see what you 
mean about Mike. He’s all right. 


Allen: More than that, Mr. Foster. He’s 
made some invaluable suggestions. Thanks 
to him I’ve arranged with the city for 
an extra power line. In addition, we have 
storage battery emergency power. 

Foster: For what? 

Allen: More precautions, that’s all. Just 
in case anything happens to our present 
power line. 


Foster: H-m-m-. Good idea. 


Allen: We’ve checked the water sup- 
ply, and are building a new tank for stor- 
age purposes. We’ve been practicing war 
measures around here. For instance, we 
can black out the hospital in five minutes, 
and carry on as if nothing had happened. 


Biz: Elevator stops: Door: Footsteps 
behind. 


Foster: I can’t get over it, Mr. Allen. 
All this work going on here. Marvelous. 
But [ll bet not one out of ten of the 
townspeople know what you're doing! 

(Continued on page 14) 





THE OFFICIAL poster for NATIONAL HospitaL Day has 
been selected by the Committee of Judges and is repro- 
duced on the cover of this section of Hospitals. The 
winning artists, who collaborated on a single entry are 
Thomas R. Grey and Lawrence Olson of Montclair, 
New Jersey. The Judges were unanimous in their 
selection of the first prize 


ART TEAM WINS FIRST AWARD 





HospiTALizATION Awarbs: In addition to the cash 
prizes awarded them, each of the four winners received 
a membership certificate in an approved Blue Cross 
Plan, entitling them to free hospitalization, according 
to the terms of the contract of their local Blue Cross 
Plan, for a period of one year. ; 

SpeciaAL Prizes: In the areas 





winner, and all commented 
favorably on the excellence of 
the color photography and the 
art layout. The Honorable Men- 


COMMITTEE OF JUDGES 


listed, special interest was stimu- 
lated by the offer of auxiliary 
awards: Hospital Council of 
Southern California offered a 
Defense Bond and a Blue Cross 


tion posters are pictured below, 
with the names of the submitting 
artists. The Judges were deluged 
with a flood of entries of uni- 
formly high standards of con- 
ception and rendition and found 
the selection of four winners a 








DaniEL Catton Ricu, Chairman 
Director, Art Institute of Chicago 


JoHN AVERILL 
Well-known Designer 


STANLEY EKMAN 
Free-lance Illustrator 


Membership; Associated Hospi- 
tal Service of Baltimore offered 
three prizes for the best entries 
from Maryland; Hospital Serv- 
ice, Inc., of Iowa, offered Blue 
Cross Membership prizes for the 


difficult task. They named other 
artists to receive Badges of Dis- 
tinction. Although this was the 
first attempt to conduct a na- 
tional poster contest, more than 
500 entries were received. The 
American Hospital Association 





WitiiaMm A. KITTREDGE 
R. R. Donnelley & Sons Company 


Laszto Monoiy-Nacy 
Director, School of Design in Chicago 


three best posters submitted by 
artists of the area; Hospital 
Plan, Inc., Utica, New York, 
offered a $50 Defense Bond for 
first prize and a $25 Defense 
Bond for second prize; Colorado 
Hospital Service offered three 








wishes to thank the Judges for 

their genuine interest and gracious cooperation, and 
expresses special appreciation to all competing artists 
for their interest and participation in the contest. 


National Hospital Day 


Blue Cross Memberships for the 
best work from Colorado; Group Hospital Service, St. 
Louis, offered two extra awards. The winners of these 
Special Prizes will be announced. 
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PROCLAMATTO 


\s 








The local, state and national significance of the Day is best 


brought to the attention of the public by official proclamations. 


The following examples may be adapted te your use. 





Wuereas, May 12, the birth date of Florence Nightingale, the 
pioneer of modern nursing, has been established by the Ameri- 
can Hospital Association as National Hospital Day; and 

Wuereas, the hospitals of this city do render needed services 
to the sick of our city for 365 days in the year; and 

WueErEAS, it is fitting that a day be set aside to honor them: 

THEREFORE, I, Maver of 
do proclaim , May 12, National Hospital Day. 





It is fitting that on one day in each 
year, all of the citizens of ——_______ 
should render special honor to the hos- 
pitals of their city. On every day in the 
year, the hospital doors are open. Their 
doctors, their nurses, and all others en- 
gaged in hospital service are devoting 
their lives to restoring the sick to health. 
I do, therefore, as Mayor of _______., 
proclaim ________, May 12, National 
Hospital Day, in commemoration of Flor- 
ence Nightingale, whose birthday it is, 
and in special recognition of the impor- 
tant services rendered by our hospitals. 


“WHEREAS, it is most fitting that one 
day of each year should be set aside in 
honor of the hospitals which every day 
in the year minister to the needs of the 
people of this State, and 

“Wnuereas, May 12th has been desig- 
nated as National Hospital Day for sim- 
ilar observances throughout the Nation, 
and 

“Wuereas, the observance of this year 
marks the 121st anniversary of the birth 
of Florence Nightingale whose life-long 
devotion to the care of the sick and 
needy gave impetus to the development 
of modern hospitalization and nursing 
services, and 

“WHEREAS, our State of Missouri has 
recently made available great scientific 
institutions for the treatment of trachoma 
and cancer, and 

“Wuereas, I am confident of the part 
our hospitals will play in National De- 
ense. 

“Now, THEREFORE, I, Forrest C. Don- 
nell, Governor of Missouri do hereby des- 
ignate Monday, May 12th, 1941, as Mis- 
souri Hospital Day and urge all our citizens to participate in 
such local observances as may be arranged in their respective 
communities in behalf of this benevolent and humanitarian 
movement. 

“In Witness Wuereor, I have hereunto subscribed my name 
and caused the great Seal of the State of Missouri to be affixed 
at Jefferson City, this 23rd day of April in the year of our Lord 
One Thousand Nine Hundred and Forty One.” 


Wuereas, May 12th, the birthday of Florence Nightingale, 
hes been selected for the observance of National Hospital Day, 
and 

Wuereas, Our public and private hospitals, in ministering to 
the sick, the crippled and the distressed, have been rendering 
invaluable service not only to the afflicted but to the general 
public as well by demonstrating the value of preventive measures 
and of prompt remedial action in the relentless battle with 
disease and misfortune, 


THEREFORE, as Mayor of do 








hereby call upon our people to observe May 12 as National 
Hos; ital Day either by some appropriate exercises or at least 
by viving a moment of reflection to the debt we owe to the 





trained and devoted men and women who are ever ready to 
respond to the call of duty and contribute by their knowledge 
to the well-being of all of us. 


* 

The City of __________is indeed fortunate in having well 
equipped hospitals ably managed and staffed with highly trained 
physicians, surgeons and nurses. Understanding and good-will 
between these institutions and the people of our community 
should be intimate and sympathetic. 

May 12TH has been designated Na- 
TIONAL HospitaL Day by the American 
Hospital Association. As Mayor of the 
City or___________, I proclaim the 
observance of this day, and _ sincerely 
hope the people will avail themselves of 
this opportunity to secure first hand 
knowledge of our splendidly equipped 
hospitals and appreciate the vast human 
services that are rendered. 


w 

Of all the agencies of service to man- 
kind which modern civilization has de- 
veloped, none contributes more greatly to 
human happiness and social well-being 
than our hospitals, that are open to the 
rich and poor alike; they serve humanity 
in its hours of most desperate and press- 
ing need. Anyone who has had occasion 
to avail himself of hospital care, either 
personally or for his loved ones, marvels 
at the efficient and self-sacrificing stew- 
ardship which is rendered by doctors, 
nurses and orderlies—in fact, by the 
entire personnel of the organization. 

I hope that my fellow citizens of 
will take advantage of 
National Hospital Day, May 12, to ac- 
quaint themselves more widely with the 
ministrations of these institutions, 

, Governor 


, Mayor 








, Mayor 








w. ® 
WHEREAS, well equipped hospitals, ably 
managed and staffed by competent phy- 
sicians are accessible to every citizen in 
the State of ; and 

WuenreAs, these institutions have pro- 
vided a service often heroic, and are 
worthy of the admiration and support of 
the people of the State; and 

Wuereas, the people are not altogether familiar with the war 
which the medical and nursing professions are continually wag- 
ing against sickness and injury; 

Now, THeREForE, I, , Governor of the State 
of __ ______, by virtue of the power and authority vested 
in me by the constitution and laws of this State, do hereby des- 
ignate the anniversary of the birth of Florence Nightingale, 

MAY 12 as HOSPITAL DAY 
to be observed by all the people of. , and urge 
that all citizens on that day be cordially invited to visit and in- 
spect the hospital or hospitals of their community, in order that 
they may have a more sympathetic understanding of the great 
work of these institutions in alleviating human suffering. 

In Witness Wuereor, I have hereunto set my hand and 
caused to be affixed the Great Seal of the State of ______, 
at the Capitol, in , this Cr 
in the year of our Lord, 19__. 




















Governor 








State of 
Attest: ; 
a Secretary of State 














NEW MOVIE 
FOR NATIONAL HOSPITAL 
DAY RELEASE 


THE COMMON DEFENSE 


A one-reel sound movie “The Common 
Defense” will be released shortly before 
May 12th and will be available for showing 
in theaters throughout America. The film was 
produced by the Hospital Service Plan Com- 
mission of the American Hospital Association, 
and was made possible through a grant from 
the Simmons Company. Part of the grant is 
being used to finance extra prints of the pic- 
ture and to provide promotional literature. 
It is not necessary that you buy the picture. 
Blue Cross Plans are assisting in placing the 
film in local theaters and your first inquiry 
should be to your local Plan. If the Plan does 
not contemplate showing the picture, or if 
there is no Plan in your area, write the 
American Hospital Association for a loan 
print. Prints will be made available (in 
order of reservation), without cost except for 
mailing charges, if you give assurance that 
you have arranged for local theater showing. 


SALUTE TO HOSPITALS 


The film tells an unpretentious but impres- 
sive story of the services available day and 
night in our voluntary hospitals. Scenes show 
the warm human interest the hospital has in 
each patient, and the effort made, the service 
rendered, to restore the patient to normal 
activity. Stress is laid on the contribution 
made by hospitals to the improved health of 
the Nation, and the actual saving in man- 
power due to prompt hospitalization and 
early discharge. 


PUBLIC INTEREST 


There is a great public interest in health 
films, and Hospitals and Plans should take 
advantage of this opportunity to show The 
Common Defense. A similar film distributed 
by the Hospital Service Plan Commission, has 
been shown from coast to coast, and in one 
metropolitan area was placed in 175 theaters, 
large and small. 

Prints for private showing before hospital 
groups, clubs, schools, etc., will also be avail- 
able in 16mm. size, and may be reserved by 
writing the American Hospital Association. 
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This film report on an important phase of 

the nation's health is a production of the 

Hospital Service Plan Commission of the 

American Hospital Association and was 

made possible by a grant from the Simmons 
Company. 
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MOVIE TRAILER 


AMERICAN HOSPITAL ASSOCIATION 
NATIONAL HOSPITAL DAY TRAILER 


FADE IN: 
| PAN or DOLLY 
| SHOT in corridor 
| following patient 


| MUSIC: accom- 

| panies trailer to 
screen and _ contin- 

| ues in b.g. through- 
out, 


NARRATOR: 
America’s hospitals are guardians 


of health — Endlessly — day and 
night—the fight for health goes on. 


OPERATING 
THEATER 


Establish and 
| break up with nor- 
mal activity. 


Typical is this hospital’s operat- 
ing theater where the finest equip- 
ment and the best professional 
skills in the world serve the 
American people. 


VARIED PROGRES. 
SIVE SHOTS 


laboratory 

x-ray 

diathermy 
fluoroscope, etc. 


Once a year—on Nationa Hos- 
PITAL Day—your community hos- 
pital extends an invitation to you. 


DOUBLE PRINT 

OVER 

Girl in room. Smiles 

happily at fade. 
On May 12th—birthday of Flor- 
ence Nightingale—you owe it to 
yourself to see how your hospital 
is helping you and your country 
win the fight against illness and 
disease—building a stronger 
America! 


DISSOLVE TO: 
TITLE (LETTERED) : 
Visit your community hospital 
on NaTionaL Hospitat Day 
May 12th 
FADE OUT. 





This Nationat Hospirat Day trailer was 
produced during the filming of “The Common 
Defense.” The resultant savings permit the 
offering to you of a sound trailer, approxi- 
mately 100 words at cost of materials—$2.50. 
The high standard of production assures you 
that your community theater will be glad to 
comply with your request to show this trailer. 
Please place your order early. 
% 
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“IN THIS DAY OF BATTLE” 


(Continued from page 9) 


Allen: (Sighs) Most of them don’t of 
course. People have a way of taking their 
hospitals for granted. They just assume 
that everything here is inexhaustible—doc- 
tors, nurses, supplies, space. And it’s up to 
us to keep their confidence unshaken, 

Biz: Public address voice: Calling Mr. 
Allen: Telephone, Calling Mr. Allen. 


Allen: Excuse me, a minute, Foster. I 
can take the call right here. (change of 
tone) Mr. Allen speaking. Who’s calling? 
Put him on. (pause) Doctor Baker? Allen 
here. (pause) Fine! Fine work! I'll be 
in to look over your records some time to- 
day. Excellent. Keep it up! (Change of 
tone as he comes back to Foster) That was 
Doctor Baker, in charge of our laboratory. 
He’s typing blood every day, getting com- 
plete records on every prospective donor. 
When we need it, there won’t be any 
wasted time. 


Foster: I thought I was hard-boiled 
when it came to demanding results, but 
you're the iron hand in the velvet glove 
all right. 


Allen: A hospital has to be a function- 
ing unit, with every part working efh- 
ciently. It’s a simple matter to describe 
the organization of the modern hospital. 
You draw a circle. In the center you put 
the patient. Then you draw lines out from 
that patient to all the various services. In 
the hospital the patient is king, and every 
service is focused on him. You install ex- 
pensive equipment. You cultivate skills. 
You develop professional judgment. You 
make improvements in laboratory service, 
X-ray equipment, operating room appa- 
ratus. Why? To have a more scientific 
looking place? No—but because these im- 
provements will give the patient a better 
chance for recovery. 


Foster: Efficiency plus. I can see that, 
all right. 


Allen: It’s a lot more than that, Mr. 
Foster. It’s vision and compassion, and 
the light of civilization burning steadfast 
through a foggy, smoky world. 


Foster: I don’t have much time to 
think about civilization. Our job right now 
is fighting—to keep from being defeated. 
This is war. 


Allen: I'm going to take you over to 
our first-aid classes now, Mr. Foster. 


Foster: You're starting those too? 


Allen: Of course. We're drilling the 
women of the town in first-aid, teaching 
them all the precautions and safeguards 
and also trying to teach them to save and 
protect medical supplies the way they save 
sugar and other household necessities. 


Foster: (reflecting) That thing you 
said about civilization, the light through 
the smoke, I guess that’s the way to feel 
about it, huh? 


Allen: Right. Here at Community 
Hospital, and in all the hospitals in the 
United States, we’re trying to take care 
of the future, trying to prepare for any 
emergency. Suppose an apparently simple 
ailment becomes epidemic; suppose sab- 
otage causes an explosion at your plant. 
Or don’t suppose, merely take your own 
case. The town never dreamed that one 
of your factories would become part of a 
thriving industry. I don’t know what the 
rest of the town did to welcome you, but 
the moment we heard of it, we began to 
prepare. We knew that an influx of ten to 
fifteen thousand people would mean a lot 
more hospital cases. Before you turned out 
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your first shell casing, we had beds and 
linen, drugs and personnel to care for new 
patients. We figure it’s our job to meet the 
demands made on us, no matter how many. 

Foster: Mr. Allen, I can go back to my 
men at the plant with a lot more hope 
and confidence than I had when I came 
here today. 

Allen: Yes, I’m sure you can. (Laughs 
a little) But come to think of it, we are 
an unusual crew. 

Foster: How’s that? 

Allen: Well, our business is at first 
hand with the sick and the wounded and 
the dying. But it’s tied up even more 
closely with the strong and the living and 
the new-born. We've got to take care of 
tomorrow. When peace comes, we must be 
stronger than we were before. 

Foster: (Softly) I can see that the 
future isn’t going to be disappointed in 
any of you, Mr. Allen. 

Allen: There’s a little poem that came 
out of the last war—it was called “A 
Prayer for Peace.” I think it could almost 
be called a prayer for the hospitals of 
America. 

Foster: I’m not much on poetry, but 
Id like to hear it. 

Allen: Well, it’s simple, but it says 
all that needs to be said— 

Music: Up behind. 

Allen: (With feeling) 

“Lord, in this day of battle, 
Lord, in this night of fears; 
Keep open, oh, keep open 
My eyes, my ears! 


Not blindly, not in hatred, 
Lord let me do my part. 
Keep open, oh, keep open 
My mind, my heart!” 

Musie: Up and out: 

Narr: These preparations are but a few 
of the many things your hospitals are do- 
ing to protect the civilian population—to 
assure final victory. Remember this, be- 
cause it’s important: it requires twelve 
persons at work at home for each man in 
the Army or Navy. The job of the hos- 
pitals is to keep you working so that you 
can—Keep ’em Fighting! 

Music: Closing Theme. 

Announcer may extend local invitation 
to visit Hospital on NATIONAL 
Hospitat Day. 


x * * 
NEWSPAPER PUBLICITY 


(Continued from page 6) 


War-time Hospitals Speed 
Care and Cure of Patients 


In 1894 the average stay of a patient in 
a hospital was nearly 40 days. Today the 
average length of stay is less than 12 days, 
it was reported by 

Those who visit hospitals on National 
Hospital Day will learn many other inter- 
esting facts in connection with present 
day service. Local hospitals are cooperat- 
ing with other progressive institutions 
throughout the United States, Canada, 
Australia and other countries, in a move- 
ment to acquaint the people with the real 
meaning of hospital service and to give 
them some idea of the great variety of 
equipment and the large personnel of 








“Of all the ‘days’ set aside for sp<cial 
note, none surpasses in importance and 
interest this one—dedicated to the m:.lern 
hospitals of America. In commemo: sting 
the splendid work they are doing, we pay 
tribute to the men of science who have 
developed such superior methods, and to 
the hard working staffs whose sacrifice and 
study helps make trying times less ardu- 
ous. For the vast improvement in the care 
of the sick, we are indeed grateful to the 
men and women whose labors and _ lore 
have made our country a safer and health- 
ier one.” 

That tribute has been paid to our local 
hospitals, and it merits repetition as Na- 
tional Hospital Day approaches on Tues- 
day, May 12. . 

Throughout the year the men, women, 
and children of the community have taken 
their hospital for granted. They know that 
it is there standing ready to serve them at 
all hours of the day or night. They know 
that in case of emergency the doctors and 
nurses are always on hand to save a life 
and to alleviate pain. Once a year, on 
May 12, the community joins the rest of 
the nation in a tribute to an institution 
which for many vears has been an un- 
selfish servant to the community. 

The services of the Hospital to the com- 
munity are almost too numerous to men- 
tion. Every week the newspapers receive 
reports of babies born amid an atmosphere 
of scrupulous cleanliness, expert attention, 
and health consciousness. In hospitals, life 
begins amid an environment conducive to 
a healthy infancy and adolescence. 

But the services of the hospital go be- 
yond that and follow the individual 
throughout his lifetime. When a_break- 
down in the physical makeup demands 
expert attention, the hospital is at hand 
to offer expert surgery, intelligent nursing, 
and the latest equipment to restore the 
individual to normalcy and to put him 
back on his feet again. When recuperation 
is necessary again the hospital is of 
service. 

Having in mind the year-round service 
offered the community by our hospitals, 
all citizens—men, women and _ children 
whose health it protects and _restores— 
should pay the hospitals just tribute on 
May 12. 








highly trained executives, medical men, 
nurses, and others required to treat the 
sick and injured. 





cooperate with the 
National Hospital Day Committee of the 
American Hospital Association in this 
important work of presenting to the public 
real facts concerning the hospital’s place 
in the community. 
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If the outstanding features of observances—individual 
hospital, city-wide and state-wide, were compressed into 
one, you would find prize winners using the following 
‘devices to make impress on the public consciousness. 


In a City of less than 20,000 in a western state, the 
following activities earned the Community Hospital a 


Certificate of Award: 


NewSPAPER PuBLICITY: 321 inches in five papers. 


Rapio: 1 hour, 45 minutes. (15 minutes daily Monday 
through Saturday). Plugger announcements. 


OTHER FEATURES: 
Mayor’s Proclamation. 
Governor’s Proclamation. 


Trailers in theaters. 


Announcements in churches—May 4 and 11. 


4 announcements over the loud speakers in all schools. 


3 Window displays. 


72 Posters in windows of business firms. 


3,500 Parke Davis folders distributed to homes. 


5000 milk bottle collars. 


1000 stickers on outgoing mail. 


Laboratory technician spoke at 4 civic clubs. 


Nurses Service on May 11. 

75 tray cards on patients’ trays. 

Baby Reunion—300 reunion 
badges distributed. 

300 balloons stamped “Hos- 
pital Day, May 12th.” 

10 Departmental Exhibits. 

Tea for visitors. 

Poem, “The Lady with the 
Lamp” given over hospital 


loud speaker during tea 
hours. 


Music furnished by orchestra. 
w wv w 

You have a good opportunity to 

win a Certificate of Merit—by 


Planning, carrying through, and 
Teporliug on an interesting observ- 


ance. |i is not necessary that your 
obser\.ince be stupendous in size 
and i'catment. But whatever your 
activii:. be sure to report on it. 


ACTIVITIES IN ONE STATE 


106 


. . . Hospitals held “Open House” (many of which 
never before observed the day). 


. . . Clubs, Churches, 


2,550 


Schools, Chambers of Com- 


merce, etc., contacted re Public Announcements and 


cooperation. 


1,032 


. . . Business firms contacted by State Committee. 


40,000 


. . . Agate lines of newspaper publicity. 
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. . . Hours of radio time in addition to the national 
chains which carried the Hospital Day broadcast from 
Chicago and New York, as well as unrecorded number 
of spot announcements between regular programs on 
all state stations during the week of May 5th. 


1.476.000 
. . . Pieces of NatTioNaAL HospitTaL Day literature or 


notices placed in the hands of the public by hospitals, 
merchants, employers, producers, clubs, schools, etc. 


VISIT YOURS 
RTE | 
HOSPITAL = 
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“There is no questioning the fact 
that our citizens have been made 
more conscious of their hospitals 
as a result of the Nationa Hos- 
PITAL Day Campaign this year. 
. . . There are no accurate figures 
on the total visitors to our Hospi- 
tals on May 12th, but after all the 
value of a project of this sort can- 
not be measured in terms of vis- 
itors only. It is our feeling that in 
bringing the hospital with its 
problems and accomplishments to 
the attention of great masses of 
people, through the press, radio, 
business and industrial contacts, 
clubs and churches, a new public 
favorable-mindedness toward the 
hospital as an indispensable com- 
munity service is created, which 
in the final analysis is the function 
and limitation of any public rela- 
tions program.” 
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CHECK LIST OF SUGHESTIO 










Go over the following suggested activities with your Coordinating 
Committee and assign special items, or those in which you wish to 


participate, to each of your committees. 








Theaters Schools 


Contact art teachers. Let the students make invita- 
tions in art classes to take home to their parents. Have 
art teacher also distribute NationaL Hospirat Day 
buttons to the students. 

Use posters on the school bulletin boards. 


Urge the managements of your local motion picture 
theaters to show the best current hospital films released 
by their booking agency during the week of NATIONAL 
Hospitat Day. 


Ask them to show “The Common Defense” the official 
AHA film. 


Ask the theaters to use NationaL HospitaLt Day 
“trailers.” For information where to obtain them, see 
pages 13 and 18. 


Arrange for staff members to speak in high schools, 
and nurses to speak to high school girls. 

Plan a tea and reception for high school graduates, 
in the interest of nursing as a profession. 


Ask the manager of your best local theaters for per- Show motion pictures at high school assembly. 


mission to set up an exhibit in the theater lobby during 
the week of Nationa Hospitat Day. See page 17 for 
suggestions. 


Have speakers or motion pictures at Parent Teacher 
Club meetings. 

Suggest poster and essay contests in the schools. Some 
suggested subjects are: 


The Hospitals of Today. 


if you have a School of Nursing, have the nurses’ glee 
club sing before the feature picture. 
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Clubs The Hospitals of Fifty Years Ago. 


Clubs of various kinds can contribute a great deal of Hospitals of Yesterday and Today. 
help to your observance of Natronat Hospitat Day. 


This avenue of publicity and education is important What Our Hospital Means to the Community. 
enough to have some one member of your committee as- 
signed to organize cooperation among the clubs of your Nursing as a Vocation. 


community. 


LJ 


Civic Club Representatives Luncheon: Ask each civic The Medical Profession as a Vocation. 


club to send two representatives to a luncheon to be 
held at the hospital. (This group may be enlarged to 
include as many public organizations as desired such as 
lodges and parent teacher organizations.) Have program 
of speeches on the hospital’s place in the community, Florence Nightingale’s Contribution to Modern 
and motion pictures of the institution and various de- Nursing. 

partmenis if available. 


LJ 


What the Hospital is Doing for Public Health. 


Influence of the Hospital in the Community. 


Health Marches On! 


Dr. Elizabeth Blackwell and the First Woman’s 
Hospital. 


Get in touch with civic club secretaries and ask them 
to cooperate by including mention of NationaL Hos- 
PITAL Day in their weekly announcements to members. 


Arrange with club secretaries to use gummed stickers Heroes and Heroines of Healing. 
on civic club mail. 
Distribute public relations folders at club luncheons. Hospital Service Plans. 
Make arrangements to assign speakers or have motion 


pictures of your hospital at civic club luncheons. Business Firms 


Your local merchants will be glad to cooperate by in- 
corporating an invitation to visit the hospital on May 
12 in their ads. They can use an invitation similar to 
this either at the top or bottom of their ad—‘Visit your 
local hospital on NationaL Hosprrat Day—May 12.” 


Arrange to have representative of the hospital’s nurs- 
ing staff give short talk on Nationa. HospitraLt Day 
before the leading women’s clubs in your community. 


Churches 


Announcements: Ask the ministers to announce Na- 
TIONAL HospitaL Day and extend an invitation from 
the pulpits or through church bulletins to their mem- 
bers to visit the hospital on May 12. 


Ask them to display posters in show windows, on 
public elevators, on delivery trucks. 


Ask them to overprint their paper bags with Na- 
TIONAL HospitaL Day announcement. 


Use bumper signs on delivery trucks and salesmen’s 


Have speakers or motion pictures at meetings of the cars. 


ladies’ auxiliaries. Ask restaurants to use gummed stickers on_ their 


Assign speakers to the churches in the interest of scans 
NaTIionaL Hospitat Day on Sunday preceding May 12. Request merchants and public buildings to display 


_ . . their flags as on National holidays. 
Have a joint church service for all nurses of the city . ¥ 


on the Sunday preceding Natronat Hospitat Day. Use gummed stickers on mail and packages. 


Send enclosures to employers to be used in their 
payroll envelopes. 


Literature on NationaL Hospitat Day is available 
for distribution in church pews. 


Ib 


OOOO OF OOOO 


| 


DOIDIODIDIUDIOIDIDDIDOOOOoos 


ERE Se 2 ae 














visi 


bel 


ful 
pre 
sug 


tri 








CHECK LIST OF SUGGESTIONS 


Suggested short announcements suitable for use in 
church bulletins or which can be announced from the 
pulpit by the pastor are on pages 6 and 8. 


Use blotters with hospital picture and invitation to 
yisit the hospital in banks and other prominent places. 


Use displays in windows of downtown stores, (See 
below for suggestions. ) 


EXHIBITS 


Each department can contribute its bit to a success- 
ful NationaL Hospirat Day program by planning and 
preparing an outstanding exhibit of its work. Some 
suggestions for departmental and other exhibits: 


Surgery. A detailed surgery set up, table, gas ma- 
chine, etc. 


Patient’s Room. Types of beds or one complete room 
set up. 


Nursery. Bassinets. Electric crib and posters. Show 
identification of baby. 


Therapy. Ultra-violet ray and infra-red lamps and 
other equipment used in the department with dem- 
onstrations. 


Laboratory. Use a Baloptican and show slides of 
specimens and photomicrographs. 

Blue Cross Plan Display. 

X-ray. Show a series of X-ray films. Fractures, heart, 
chest, stomach, etc. 


Oxygen Tent. Demonstrate how tent is used in treat- 
ment of pneumonia. 


Drug. The drug department could show medicines 
made from a cow, iron, or drugs native to your 
state. 


Library. Use library cart and posters showing the 
work of the library. 


Diet. A series of charts or trays set up. 


Foreign Bodies. A collection of foreign bodies re- 
moved from patients should be placed in a glass 
case. 


*Gifts. A display of gifts suitable for the sick patient. 


*Obsolete Equipment. Every hospital has some in 
their storeroom. 


*Storeroom. 
*Housekeeping. 
*The Growth of Your Hospital. 


Fracture Room. 


Fifty Years Ago and Today — The Surgery — 
A Patient’s Room. 


Dionne Quintuplets’ Incubator. 





*These are especially suitable for window displays in 
downtown stores. 
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ON THE DAY 


Features and Program 
For May 12 Observance 


Notify patients of the day by announcements of the 
day’s program on their trays. 


National Hospital Day Baby. (First baby born after 
midnight or nearest a certain designated hour.) Mother 
and baby to be guests of hospital. 


National Hospital Day parade. 
Garden clubs assist with decorations. 


Plan thoroughly for inspection of hospital. A route 
sheet describing briefly the departments as they are 
visited is useful and these may be taken home and 
studied. 


Have Junior League, Ladies Auxiliaries or Alumnae 
sponsor and serve as hostesses for Open House. Alumnae 
recommended as they are prepared to answer questions. 


Have Dietitian give lecture on diets and pass diet 
sheets for education and gaining weight. 


Baby reunion. Use ribbon tags for babies. Give birth 
certificates. 


Homecoming for the nurses’ alumnae. 

Tea for parents of student nurses. 

Playlets. 

Dedicate a new building, department, or equipment. 
Community Health Program at night. 

Plan to broadcast your program and other activities. 
Take a movie of your observance. 

Show one or more good films. 


Departmental exhibits. 


Give Souvenirs—Pencils, seedling trees, buttons, bal- 
loons. 


Boy scouts in uniform direct traffic and parking. 
Use a WPA orchestra in your lobby or on your lawn. 
Have Nurses’ Glee Club sing. 

Homecoming of Diabetic Patients. 


At a specified time have factories blow their whistles 
to call attention to the day. 


Select one or more needy children for free care. 


MISCELLANEOUS SUGGESTIONS 


Secure the consent of gas station operators to dis- 
tribute automobile bumper signs for passenger cars. 


Use posters on buses and street cars. 


See that the doctors of your community are informed 
of the purpose of NationaL Hospitat Day and your 
Pians for its observance. 


For a period of six weeks preceding Nationa Hos- 
PITAL Day, each week have a different departmental 
exhibit in the hospital lobby. 


Have a reception and dinner for the Board of Trus- 
tees and the Medical Staff and their wives the evening 
Preceding NationaL Hospitat Day. 
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Ask dairies to use invitation milk bottle collars. 


Have invitation leaflets distributed in parked cars by 
boy scout troops. 


Use invitation stickers on all outgoing mail. 
Ask bakeries to use invitation bands on their bread 
wrapped for retail trade. 


Ask laundries to use shirt bands with printed invi- 
tation to visit the hospital. 


Ask restaurants to use napkins overprinted with an 
invitation to visit the hospital on NationaL HospitaL 
Day. 
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